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CHAPTER  1.  INTRODUCTION 


Trie  Issues 

For  the  last  half-century,  the  Veterans'  Administration  (VA) 
hospital  system  has  fulfilled  a  major  commitment  by  the  federal 
government  to  provide  health  care  to  veterans.     After  World  War  I, 
the  nation's  special  obligations  to  its  war  veterans  led  the  Congress 
to  establish  a  large  network  of  veterans  hospitals  and  other  facilities. 
The  system  was  strengthened  and  expanded  after  World  War  II.  VA 
facilities  now  make  up  the  largest  medical-care  delivery  system 
in  the  United  States,  employing  about  180,000  people  and  spending 
about  $4  billion  (in  fiscal  year  1976).     Table  1-1  indicates  the 
magnitude  of  VA  medical  activities.     Yet  the  VA  program  is  troubled. 

TABLE  1-1 

VA  Programs,  Fiscal  Year  1976 

Facilities  No  .   Beds  Patients  Treated 

VA-operated 

Hospitals  171 

Nursing  homes  86 

Domiciliaries  18 

Outpatient  clinics  214 

State  homes  ( VA-subsidized) 

Hospitals   

Nursing  homes   

Domiciliaries   

Community  nursing-home   

care  (paid  for  by  VA) 

Fee-for-service  outpatient  care 
♦Visits. 

♦♦Average  daily  veteran  patient  census,  FY  1976. 

SOURCE:     Veterans'  Administration,  "Summary  of  Medical  Programs", 
June  30,  1976 
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93,822  1,178,894 
7,585  10,979 
10,152  18,408 
14,223,206* 


1,504**  6,814 
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Some  have  suggested  that  its  resources  are  inadequate.  Others  have 
questioned  its  underlying  rationale.     Perhaps  the  greatest  challenge 
arises  from  events:  the  vast  changes  in  the  financing  and  organization 
of  the  nation's  medical  services  since  the  VA  was  established  and 
the  likelihood  of  still  further  changes.     What  role  does  the  VA  now 
play  in  meeting  the  medical  needs  of  veterans?     How  well  is  it 
performing?     How  should  it  adapt  to  new  conditions? 

In  the  last  decade,  an  influx  of  patients  resulting  from  the 
Vietnam  War  drew  public  attention  to  some  of  the  VA's  problems. 
The  controversy  over  their  treatment  sharpened  the  debate  between 
the  Congress  and  the  Executive  Branch  on  the  resource  requirements 
of  the  VA  hospital  system.     Congressional  committees  responsible 
for  veterans  affairs  and  for  VA  appropriations  were  repeatedly  told 
by  veterans  groups  and  medical  schools  that  shortages  of  hospital 
staff  and  equipment  were  jeopardizing  the  quality  of  patient  care 
in  VA  hospitals  and  forcing  some  VA  hospitals  to  deny  admission 
or  outpatient  services  to  veterans  who  needed  care.  Congressional 
hearings  emphasized  the  disparity  in  staff-to-patient  ratios  between 
VA  hospitals  and  community  hospitals:     VA  hospitals  were  said  to 
be  greatly  understaffed.     These  problems  were  said  to  persist  despite 
the  rapid  growth  of  the  VA's  medical-care  budget  in  recent  years — 
growth  that  roughly  paralleled  the  general  increase  in  costs  in 
the  nealth  industry  (see  Table  3-1,  Chapter  3).  U 

Determined  to  seek  a  thorough  examination  of  these  issues,  the 
Congress  directed  the  VA  to  contract  with  the  National  Academy  of 
Sciences  (NAS)  to  study  the  VA  health-care  system  extensively. 
Section  201(c)  of  the  Veterans  Health  Care  Expansion  Act  of 
1973  (PL  93-82),  which  became  law  on  August  2,  1973,  specified: 

(c)(1)    Within  ninety  days  after  enactment  of  this 
subsection,  the  Administrator,  in  consultation  with  the 
Chief  Medical  Director,  is  directed  to  conclude  negotia- 
tions for  an  agreement  with  the  National  Academy  of 
Sciences  under  which  such  Academy  (utilizing  its  full 
resources  and  expertise)  will  conduct  an  extensive  review 
and  appraisal  of  personnel  and  other  resource  requirements 
in  Veterans  Administration  hospitals,  clinics,  and  other 
medical  facilities  to  determine  a  basis  for  the  optimum 
numbers  and  categories  of  such  personnel  and  other  re- 
sources needed  to  insure  the  provision  to  eligible  veter- 
ans of  high  quality  care  in  all  hospital,  medical,  domi- 
ciliary, and  nursing  home  facilities.     Such  agreement 
shall  provide  that  (A)  at  the  earliest  feasible  date  in- 
terim reports  and  the  final  report  will  be  submitted  by 
the  National  Academy  of  Sciences  to  the  Administrator, 
the  President  of  the  Senate,  and  the  Speaker  of  the  House 
of  Representatives,  and  (B)  the  final  report  will  be  sub- 
mitted no  later  than  twenty-four  months  after  the  date  of 
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the  agreement  except  that  the  Administrator,  in  consul- 
tation with  the  Chief  Medical  Director  and  after 
consultation  with  the  House  and  Senate  Committees 
on  Veterans'  Affairs,  may  permit  an  extension  up 
to  twelve  additional  months. 

(2)  Within  ninety  days  after  the  submission  of  the 
final  report  described  in  subsection  (a)  of  this  section, 
the  Administrator  shall  submit  to  the  Senate  and  House 
Committees  on  Veterans'  Affairs  a  detailed  report  of 

his  views  on  the  National  Academy  of  Sciences'  findings 
and  recommendations  submitted  in  such  report,  including 

(A)  the  steps  and  timetable  therefor  (to  be  carried 
out  in  not  less  than  three  years)  he  proposes  to  take 
to  implement  such  findings  and  recommendations  and 

(B)  any  disagreements,  and  the  reasons  therefor,  with 
respect  to  such  findings  and  recommendations. 

(3)  The  Administrator  shall  cooperate  fully  with 
the  National  Academy  of  Sciences,  and  make  available 
to  the  Academy  all  such  staff,  information,  records, 
and  other  assistance,  and  shall  set  aside  for  such 
purposes  such  sums,  as  are  necessary  to  insure  the 
success  of  the  study. 

The  legislative  history  associated  with  this  statutory  language 
underscores  Congressional  concerns  about  staffing  ratios,  quality  of 
care,  and  the  extent  to  which  veterans  without  service-connected 
disabilities  should  have  access  to  VA  hospitals.     Tnese  are  complex 
issues  . 

Staff-to-patient  ratios  can  be  usefully  compared  only  for 
similar  hospitals  with  similar  patient  mixes,  similar  services, 
and  similar  amounts  of  medical  education  and  research  activity. 
The  mix  of  patient-care  6taff — physicians  and  other  health 
professionals — who  can  carry  out  the  required  functions  with 
comparable  effectiveness  can  vary  appreciably.     These  differences 
are  not  reflected  in  staffing-ratio  comparisons.     Furthermore,  a 
relevant  standard  of  staffing  efficiency  is  difficult  to  establish 
objectively.     Current  financing  mechanisms  for  nonfederal  hospitals 
(based  on  reimbursement  of  costs)  are  not  designed  to  encourage 
tne  lowest-cost  staffing  (numbers  and  mix)  consistent  with  high 
quality  of  care.     Consequently,  staffing  patterns  in  community 
hospitals  are  not  necessarily  more  appropriate  than  those  in  the  VA. 

Quality  of  care  is  even  more  difficult  to  assess.    The  most  useful 
measure  would  be  the  effect  of  medical  care  on  the  patient's  health 
status.     Unfortunately,  for  most  conditions,  little  or  no  information 
is  available  that  reliably  relates  specific  patient-care  procedures 
to  changes  in  health.     The  medical  profession  has  reached  some 
consensus  on  broad  structural  and  process  standards  to  be  used  in 
assessing  patient  care;  hospital  accreditation,  for  example,  rests 


4 


on  such  standards.    New  forms  of  assessment  are  being  developed, 
but  they  have  yet  to  be  refined  and  validated. 

These  technical  problems  required  careful  application  of  tested 
methods  in  designing  studies  to  assess  the  adequacy  of  staffing  and 
quality  of  care  in  VA  facilities.     But  the  NAS  study  also  raised  a 
much  deeper  policy  issue:  how  much  staff  and  resources  the  VA  should 
devote  to  providing  health  care  to  veterans  without  service-connected 
disabilities.    VA  facilities  were  justified  on  the  grounds  that  they 
were  needed  to  provide  care  to  veterans  with  service-connected 
disabilities.    Veterans  without  service-connected  disabilities  who  are 
eligible  for  care  may  receive  it  only  if  excess  capacity  exists  after 
meeting  the  needs  of  veterans  with  service-connected  disabilities. 
The  Congress  did  not  provide  the  capacity  to  take  care  of  all 
eligible  veterans — only  those  with  service-connected  disabilities. 
At  present,  less  than  30%  of  the  patients  treated  by  the  VA  have 
service-connected  disabilities,  and  many  of  them  are  being  treated 
for  health  problems  that  are  unrelated  to  their  service-connected 
disabilities .2/    More  than  80%  of  all  the  medical  care  provided  is 
for  non-service-connected  disabilities.    The  eligibility  laws  are 
so  broad  that,  for  some  conditions,  most  of  the  29  million  veterans 
in  the  country  would  be  entitled  to  treatment  if  they  applied.  To 
what  extent  should  VA  health-care  service  capacity  be  adjusted  to 
provide  for  the  needs  of  all  eligible  veterans?    This  is  clearly 
an  issue  of  public  policy — not  a  technical  matter. 

A  historical  perspective  is  necessary  to  understand  how  the 
responsibilities  of  the  VA  developed.     The  veterans  hospital  system 
was  established  after  World  War  I,  and  expanded  after  World  War  II, 
because  nonfederal  facilities  were  inadequate  to  provide  hospital  care 
to  veterans  with  disabilities  incurred  during  wartime.    The  system 
was  designed  primarily  to  care  for  veterans  with  service-connected 
disabilities  at  a  time  when  the  federal  government  had  almost  no 
role  in  financing  or  providing  health  care  for  the  general  public. 
During  the  1950s  and  1960s,  the  expansion  of  third-party  hospital 
insurance  coverage  improved  access  of  most  veterans  to  the  private 
health-care  system.     Insured  veterans  made  relatively  little  use 
of  the  VA.3/    At  the  same  time,  encouraged  by  both  the  Hill-Burton 
program  and  the  rapid  increase  in  insurance  coverage,  the  private 
sector  expanded  health  resources— particularly  short-term  general 
hospital  beds — tremendously.     These  developments  tended  to  reduce 
the  requirements  for  the  VA's  hospital  system,  but  a  substantial 
number  of  veterans  who  had  inadequate  or  no  insurance  still  relied  on 
the  VA  for  health  care.     Congress  continued  to  amend  the  VA  health 
care  eligibility  laws  to  make  it  easier  for  veterans  without  service- 
connected  disabilities  to  obtain  health  care  from  the  VA.     It  also 
authorized  expansion  of  the  range  and  comprehensiveness  of  specialized 
services  offered  by  VA  hospitals. 
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Since  1965,  when  Medicare  and  Medicaid  were  enacted  into  law, 
the  federal  government's  responsibilities  for  financing  the  health 
care  of  the  aged  and  the  poor  have  increased  greatly. 4/    This  has 
been  followed  by  a  significant  increase  in  federal  responsibility 
for  resource  development  and  regulation  of  the  health-care  industry. 
The  growth  in  federal  responsibilities  has  been  accompanied  by 
sharp  rises  in  national  and  federal  health-care  expenditures — 
to  $139  billion  and  $40  billion  respectively,  in  fiscal  year  1976. 
(The  increase  in  federal  health  expenditures  since  fiscal  year  1966 
was  sevenfold.)     In  recent  years,  a  broad  national  consensus 
has  emerged  in  support  of  some  form  of  national  health  insurance. 
The  current  debate  centers  around  the  extent  of  coverage  and  the 
methods  of  financing  and  administration.     It  seems  likely  that 
these  issues  will  be  resolved  and  that  the  federal  role  in  financing 
personal  health  services  of  the  general  public  will  be  enlarged 
significantly  in  the  next  few  years. 

The  largest  cohort  of  veterans,  the  roughly  13.5  million  in  the 
World  War  II  group,  are  approaching  the  age  when  their  long-term 
care  requirements  will  start  to  increase  rapidly.     Most  national 
health  insurance  proposals  do  not  provide  adequate  coverage  for 
long-term  care,  nor  does  society  have  adequate  capacity  to  provide 
a  full  range  of  geriatric  services.     National  health  insurance  and 

the  aging  of  the  veteran  population  are  bound  to  have  powerful  

though  different — effects  on  utilization  of  VA  facilities. 

In  sum,  the  VA  hospital  system  was  established  to  take  care  of 
the  medical  needs  of  veterans  with  service-connected  disabilities  when 
alternative  facilities  were  not  available,  the  federal  government  had 
almost  no  responsibility  for  the  health  care  of  the  public,  and  third- 
party  insurance  was  almost  nonexistent.     Many  of  these  circumstances 
have  changed:  most  treatment  now  provided  by  the  VA  is  for  non-service- 
connected  conditions;  alternative  facilities  for  acute  hospital  care 
are  much  more  widely  available;  more  than  four-fifths  of  the  public 
have  some  health  insurance  protection;  and  the  federal  responsibility 
for  health  care  is  large  and  still  growing.     Decisions  on  resources 
for  the  VA  health-care  system  can  hardly  be  discussed  responsibly 
without  explicit  recognition  of  these  major  changes  in  social 
conditions  and  public  policy. 

Thus,  the  question  raised  by  the  VA's  provision  of  health  care 
primarily  to  veterans  without  service-connected  disabilities  exposed 
6ome  major  policy  issues  inherent  in  the  Section  201(c)  charge. 
They  had  to  be  explored  if  the  study  were  to  be  responsive  to  the 
Congress's  request  to  provide  a  basis  for  optimizing  the  resources 
needed  by  the  VA  to  provide  high-quality  care  to  eligible  veterans. 
Tne  issues  are  as  follows: 

•    The  extent  of  VA  responsibility  for  the  health  care  of  veterans. 
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Specifically,  for  how  much  of  what  health-care  services  and  for 
what  proportions  of  which  eligibility  categories  of  the  total 
population  veterans  should  the  VA  be  responsible?    The  current 
statutory  authority  of  the  VA  and  its  legislative  history  do  not 
provide  unambiguous  guidance. 

•  The  extent  to  which  VA  health-care  responsibilities  should  be 
discharged 

(1)  by  direct  provision  of  services — using  VA  staff  in  VA 
facilities  to  provide  health-care  services; 

(2)  by  purchasing  services — having  VA  staff  contract  with  non-VA 
providers  to  supply  services  in  non-VA  facilities,  or  having 
the  VA  pay  providers  selected  by  the  eligible  patients;  or 

(3)  by  grants  to  states — having  the  VA  pay  states  for  part  of 
the  cost  of  such  services  as  are  provided  in  state-owned  and 
-operated  facilities. 

All  these  modes  are  now  authorized  and  used.     Although  the  Congress 
is  interested  primarily  in  the  first  of  these  alternatives,  a  basis 
for  optimizing  resource  allocations  for  mode  (1)  would  be  affected 
by  altering  the  extent  to  which  modes  (2)  and  (3)  are  used. 

•  The  extent  to  which  the  scope  of  the  VA's  responsibility  for  the 
health  care  of  veterans  and  the  ways  it  discharges  them 

should  be  influenced 

(1)  by  its  demonstrated  ability  to  provide  high-quality  services 
to  veterans  who  seek  6uch  services  from  the  VA; 

(2)  by  the  availability  of  alternative  non-VA  health-care 
resources;  and 

(3)  by  the  dynamics  of  federal  health  policies  and  programs  for 
health-care  financing,  resource  development,  planning,  and 
regulation. 

These  questions  are  important  because  of  the  structural  changes  in 
the  U.S.  health-care  system  that  have  occurred  since  World  War  II, 
the  dramatic  growth  since  1965  in  the  federal  responsibility  for  the 
national  health-care  system,  and  the  implications  of  these  developments 
for  the  VA's  role  in  providing  health  care  to  veterans.     In  the  past, 
decisions  about  the  VA  system  have  been  largely  insulated  from  other 
federal  health  policy  decisions.    The  possible  consequences  for  VA 
resource  requirements  of  relating  VA  program  and  policy  decisions  to 
other  federal  health  policy  developments  are  clearly  relevant  and 
significant  for  this  study. 
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Scope  and  Approach 

To  address  the  statutory  charge  to  the  National  Academy  of 
Sciences  in  the  context  of  the  basic  policy  issues  discussed  in  the 
preceding  section,  the  Committee  had  to  acquire  information  on  three 
aspects  of  the  VA  health-care  program:  what  the  agency  is  responsible 
for  doing,  what  resources  and  organization  it  has  available,  and  how 
well  it  performs  these  tasks. 

•  Responsibilities 

Information  was  needed  to  determine  the  number  of  eligible 
veterans  who  use  the  VA  for  health  care,  what  services  they  seek  and 
receive,  and  the  extent  to  which  eligible  veterans  who  want  and  need 
VA  services  are  unable  to  obtain  them.     Because  the  VA  does  not  provide 
health  care  to  all  eligible  veterans,  it  was  important  to  determine 
how  the  veterans  who  use  the  VA  system  differ  from  those  who  do  not. 
Of  particular  interest  are  the  differences  in  demographic,  morbidity, 
attitudinal,  and  eligibility  characteristics;  access  to  other  health 
services;  and  other  factors — such  as  distance  of  residence  from  a 
VA  hospital — that  may  be  important  in  influencing  utilization  of  the 
VA  system.     Two  major  factors  clearly  required  study:     the  changing 
age  distribution  of  the  veteran  population,  which  affects  morbidity 
and  utilization  of  services,  and  the  changes  in  demand  for  VA  services 
that  might  be  expected  if  some  form  of  national  health  insurance  were 
enacted . 


•    Resources,  Organization,  and  Policies 

Detailed  data  on  facilities,  staff,  and  specialized  medical 
services  and  their  functional  and  geographic  distribution  were  needed 
to  analyze  how  resources  are  organized  and  distributed  in  relation  to 
patient-care  activity  and  to  understand  key  aspects  of  VA  decision- 
making, particularly  as  they  affect  the  allocation  of  resources. 
Information  was  needed  on  key  organizational  arrangements  and  policies 
governing  the  admission,  transfer,  and  discharge  of  patients;  on 
staffing;  on  affiliation  relationships  with  medical  schools;  on  sharing 
of  services  with  non-VA  facilities;  on  the  regionalization  program; 
and  on  construction  of  facilities. 


•  Performance 

It  is  important  to  know  what  the  VA  does  well  and  what  it 
does  not  do  well.     Subjects  of  primary  interest  are  access  to  care 
for  veterans  who  meet  eligibility  criteria,  utilization  of  resources, 
and  the  quality  and  cost  of  care. 
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The  scope  of  the  project  required  the  Committee  to  undertake  a 
wide  array  of  studies  simultaneously.     These  are  described  briefly 
here  and,  where  appropriate,  more  fully  elsewhere  in  this  report. 
Data  available  from  the  VA  and  other  institutions  were  used  extensively, 
but  they  were  not  sufficient  to  permit  adequate  answers  to  any  of  the 
major  questions.    Accordingly,  several  extensive  data-collection  efforts 
were  undertaken.     These  studies  were  designed  to  be  interdependent 
and  to  provide  complementary  sets  of  data  relevant  to  the  major  issues. 
Because  the  number  of  VA  facilities  is  large,  a  stratified  6ample  of  the 
171  hospitals  was  drawn  in  accordance  with  three  characteristics: 
hospital  size,  patient  turnover  rate,  and  the  extent  of  affiliation 
with  medical  schools. 5/    The  27  sample  hospitals  were  studied  in  depth 
to  obtain  data  on  the  characteristics  and  disposition  of  patients 
applying  and  admitted,  on  utilization  of  resources,  on  intrahospi tal 
relationships,  on  important  management  policies,  and  on  quality  of 
care.    Although  each  study  is  described  separately,  the  several  studies 
should  be  thought  of  as  parts  of  a  coordinated  data-collection  effort. 

Survey  of  Veterans 

The  VA  has  much  information  on  veterans  who  obtain  health  care  at 
its  facilities,  but  it  knows  very  little  about  veterans  who  do  not.  A 
survey  was  designed  to  obtain  data  on  the  demographic  characteristics, 
attitudes,  and  patterns  of  health-care  utilization  among  veterans  who 
have  used  VA  services  and  those  who  have  not,  so  that  appropriate 
comparisons  might  be  made. 6/    About  5,000  eligible  veterans,  residing, 
in  six  geographic  areas,  were  interviewed.     The  geographic  areas  were 
selected  to  represent  different  degrees  of  availability  of  medical 
resources  that  seemed  likely  to  affect  the  utilization  of  VA  health 
care.    The  VA  hospitals  in  each  of  the  six  areas  were  among  the  27 
sample  hospitals.     In  each  area,  veterans  were  sampled  to  ensure  that 
they  were  representative  of  the  veteran  population  in  the  area  and 
included  a  sufficient  number  with  background  characteristics  similar 
to  those  of  present  users  of  VA  services.     This  required  oversampling — 
i.e.,  including  in  more  than  proportional  numbers— transients ,  those 
with  low  incomes,  those  currently  using  VA  hospitals,  and  those 
receiving  VA  pensions  or  disability  compensation.     Response  rates 
were  about  74%  in  the  households  with  veterans  and  about  75%  of  the 
veterans  contacted  who  were  receiving  either  VA  compensation  for  a 
service-connected  disability  or  a  VA  pension. 

Applications  for  Care 

In  each  of  18  sample  hospitals,  data  were  collected  on  400 
applications  for  treatment.    All  veterans  who  were  neither  hospitalized 
nor  given  appropriate  care  on  the  day  of  the  visit  (including  a 
scheduled  appointment  for  followup)  were  contacted  later  by  mail  or 
telephone  to  determine  whether  they  were  satisfied  with  the  handling 
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of  their  applications.    The  data  obtained  in  this  study  permitted 
analysis  of: 

•  the  characteristics  of  a  sample  of  veterans  who  applied  for  care 
in  a  representative  sample  of  hospitals  (benefit  status,  age,  marital 
status,  reason  for  application,  6ource  of  referral,  date  of  last 

prior  care,  medical  insurance,  distance  of  home  from  VA  hospital); 

•  disposition  of  applications  (hospitalization,  ambulatory 
treatment,  referral,  etc.);  and 

•  patient  satisfaction. 

Census  of  Patients  in  Acute-Care  Beds 

Tne  Committee  arranged  for  a  census  to  be  taken  in  each  of  18 
sample  hospitals  on  one  day  in  November  1975,  to  determine  the 
characteristics  of  the  patients  and  the  services  they  had  received 
during  the  preceding  week.     The  primary  purpose  was  to  estimate  the 
extent  of  inappropriate  hospitalization.     In  addition,  the  VA  nurse 
in  charge  of  each  ward  was  asked  for  an  opinion  as  to  the  proper 
disposition  of  each  patient  to  afford  him  the  care  that  he  would 
require  if  he  were  forced  to  leave  that  VA  hospital  immediately. 
Whenever  the  nurse  said  that  a  patient  did  not  require  placement 
in  an  acute-care  bed,  she  was  asked  to  specify  the  principal  reason 
for  the  patient's  retention  in  the  hospital.     These  data  permitted 
analysis  of: 

•  occupancy  rates  of  acute-care  wards; 

•  estimates  of  inappropriate  utilization,  and  thus  of  the  number 
of  acute  beds  actually  needed,  on  the  basis  of  two  sets  of  criteria: 
services  actually  received  by  each  patient  in  the  preceding  week 

and  the  ward  nurse's  professional  judgment; 

•  estimates  of  needs  for  additional  long-term-care  beds  and 
additional  outpatient-care  capacity  to  cover  the  needs  of  patients 
inappropriately  hospitalized; 

•  the  fraction  of  psychiatric  patients  involuntarily  committed, 
their  characteristics,  and  the  services  they  were  receiving;  and 

•  the  frequency  of  postsurgical  complications  by  diagnosis  and 
procedure . 

Patient  Followup 

In  each  of  the  18  hospitals,  a  cohort  of  hospitalized  patients 
was  identified,  each  of  whom  had  received  inpatient  care  in  the  \ 
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medical,  surgical,  or  psychiatric  section.    These  patients  were  con- 
tacted by  phone  or  by  mail  to  obtain  information  on  their  posthospital 
care  and  the  views  of  each  on  his  total  episode  of  care.    Response  rates 
were  70%  for  medical  patients,  84%  for  surgical  patients,  and  572  for 
psychiatric  patients.     In  addition,  their  medical  records  were  reviewed 
and  abstracted  to  obtain  some  indicators  of  the  quality  of  their 
medical  care.    These  data  were  then  compared  with  similar  data  from 
community  hospitals  in  the  vicinity  of  each  sample  VA  hospital. 

Hospital  Staffing 

Detailed  studies  of  staffing  in  relation  to  workload  were 
undertaken  in  nine  of  the  sample  hospitals  for  two  purposes:  to 
determine  the  adequacy  of  current  VA  staffing  (for  all  staff  other 
than  physicians),  compared  with  non-VA  norms;  and  to  evaluate 
a  set  of  manpower  assessment  techniques  that  have  potential  for 
use  by  the  VA  in  determining  the  appropriate  numbers,  distribution, 
and  mix  of  staff  (other  than  physicians)  within  and  among  hospitals. 
The  study  involved  application  of  management  and  industrial-engineering 
methods  for  deriving  manpower  requirements  and  manpower  productivity 
indexes  for  each  clinical  service  or  functional  unit.  Separate 
protocols  were  developed  and  applied  for  studying  staffing  in 
dental  units,  medical  and  surgical  nursing  units,  psychiatric 
units,  and  the  various  supporting  services.    Five  nursing  homes 
attached  to  VA  hospitals  were  included  in  the  sample.     The  sample 
hospitals  contained  3,104  medical  beds  (6%  of  all  VA  medical 
beds),  1,107  surgical  beds  (5%  of  all  VA  surgical  beds),  2,219 
psychiatric  beds  (71  of  all  VA  psychiatric  beds),  and  438  nursing- 
home  beds  (6%  of  all  VA  nursing-home  beds). 

Hospital  Site  Visits 

The  27  sample  VA  hospitals  were  visited  to  obtain  expert  judgments 
on  the  adequacy  of  their  physician  staffing,  facilities,  and 
organizational  arrangements  and  to  assess  the  quality  of  care  being 
delivered  by  each  clinical  service.    Teams  of  expert  consultants  visited 
each  selected  hospital  for  2  days.    The  consultants  represented  the 
fields  of  medicine ,  surgery,  psychiatry,  nursing,  pathology,  radiology, 
ambulatory  care,  social  work,  and  hospital  administration.     In  making 
their  assessments,  the  consultants  used  protocols  developed  for  each 
discipline  by  Committee  task  forces  and  hospital  profile  information 
provided  by  the  VA  before  each  visit. 

Ambulatory  Care 


Interviews  and  record  reviews  were  used  to  evaluate  VA  ambulatory 
care.     Structured  interviews  were  conducted  with  1,800  ambulatory-care 
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patients  at  17  VA  hospitals.    Data  also  were  recorded  by  VA  staff  on 
specially  designed  visit  forms  for  approximately  15,400  ambulatory-care 
visits  at  seven  VA  hospitals  and  two  satellite  outpatient  facilities. 
Additional  data  on  outpatient  care  were  obtained  from  the  hospital 
site  visits,  the  survey  of  veterans,  the  6tudy  of  applications  for 
care,  the  followup  of  patients,  and  the  survey  of  VA  staff. 

VA  Dental  Care 

Site  visits  and  record  reviews  were  used  to  obtain  data  to  supplement 
the  VA's  statistics  in  evaluating  VA  dental  care.     Two-member  teams 
visited  the  dental  services  at  nine  VA  hospitals  and  at  two  satellite 
outpatient  facilities  associated  with  two  of  the  nine  hospitals.  In 
addition,  the  deans  of  three  dental  schools  affiliated  with  the  VA 
were  interviewed.    Detailed  data  from  the  dental  and  hospital  records 
of  approximately  2,800  veterans  were  obtained  from  the  visited  facilities. 
Data  were  also  obtained  from  the  dental  records  of  approximately  600 
veterans  who  received  dental  care  from  private  dentists  that  was 
paid  for  by  the  VA. 

Long-Term  Care 

Long-term  care  in  the  VA  was  studied  through  site  visits  and  review 
of  VA  data  files.  The  visiting  teams  collected  data  on  the  quantity  and 
quality  of  the  services  provided,  patient  characteristics,  and  resources 
used  at  six  domiciliaries ,  10  nursing-home  units,  10  intermediate-care 
sections  of  VA  hospitals,  and  17  programs  for  placing  veterans  in 
community  nursing  homes.     Four  non-VA  long-term-care  facilities  were 
visited  to  provide  a  basis  for  comparison  with  VA  services. 

Rehabilitation  Medicine 

Rehabilitation  medicine  in  the  VA  was  examined  primarily  by  expert 
consultants  who  visited  the  rehabilitation  departments  of  23  VA  hospitals 
and  two  non-VA  hospitals.     Each  hospital  was  visited  by  a  team  of  three 
rehabilitation  consultants  and  one  NAS  staff  member. 

Interhospi tal  Relationships 

The  current  and  potential  relationships  in  sharing  services  between 
VA  and  non-VA  hospitals  were  studied.     In  addition,  the  VA  policy 
fostering  regionalization  among  VA  hospitals  was  explored.     Data  were 
collected  by  two  methods:     a  mail  survey  of  VA  and  non-VA  hospitals 
and  seven  case  studies  by  visiting  teams.     The  mail  survey,  cosponsored 
by  the  American  Hospital  Association,  was  addressed  to  39  sample  VA 
general  hospitals  and  860  non-VA  general  hospitals  in  the  same  geographic 
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areas  as  the  VA  hospitals.    All  VA  hospitals  and  742  of  the  non-VA 
hospitals  with  200  or  more  beds  responded.     The  survey  collected 
information  on  the  current  utilization  of  selected  specialized  services, 
the  extent  to  which  VA  and  non-VA  hospitals  were  sharing  these  services, 
and  the  plans  of  these  hospitals  to  share  services  in  the  future. 
The  case  studies  were  conducted  by  visiting  teams,  each  composed  of 
an  NAS  staff  officer  and  two  to  four  consultants.    The  teams  interviewed 
more  than  200  VA  and  non-VA  personnel  about  the  sharing  of  services 
between  VA  and  non-VA  hospitals  in  the  regions  served  by  seven  VA 
hospitals. 


Survey  of  VA  Staff 

Mail  questionnaires  were  used  to  survey  samples  of  VA  physicians 
(full-time,  part-time,  and  residents),  nurses,  clinical-service  chiefs, 
nursing-service  chiefs,  psychologists,  and  social  workers.  Questionnaires 
also  were  mailed  to  all  VA  physicians  who  left  VA  employment  during 
fiscal  year  1975.    The  purpose  of  the  surveys  of  current  VA  staff  was 
to  obtain  detailed  data  on  the  personal  and  professional  characteristics 
of  the  VA  staff  and  their  perceptions  and  opinions  on  such  issues  as 
the  role  of  the  VA,  quality  of  patient  care,  staff  morale,  factors 
affecting  staff  recruiting  and  retention,  medical-school  affiliations, 
and  major  problems  facing  the  VA.    The  purpose  of  the  survey  of  the 
physicians  who  had  left  VA  employment  was  to  determine  their  reasons 
for  leaving,  as  well  as  their  personal  and  professional  characteristics. 
Over  11,000  questionnaires  were  mailed.     The  sample  sizes  were  100%  of 
former  VA  physicians,  50%  of  current  full-time  and  part-time  physicians, 
33  1/3%  of  physician  residents,  16  2/3%  of  nurses,  100%  of  clinical  and 
nursing  service  chiefs,  100%  of  psychologists,  and  40%  of  social  workers. 
The  overall  response  rate  was  75%;  the  rate  ranged  among  the  groups  from 
65%  to  over  90%. 


Utilization  and  Cost 

To  obtain  a  quantitative  view  of  the  utilization  of  VA  health-care 
resources  and  some  understanding  of  costs,  four  studies  were  conducted: 

•    a  longitudinal  analysis  to  trace  the  utilization  patterns  of 
600,000  VA  patients  over  a  12-year  period,  primarily  to  determine 
the  fraction  of  the  VA  population  that  actually  used  VA  inpatient 
services ; 

e    a  comparison  of  the  lengths  of  stay  of  VA  patients  with  116 
common  acute  diagnoses  with  the  lengths  of  stay  of  comparable  patients 
hospitalized  in  municipal,  voluntary  community,  and  university 
teaching  hospitals; 
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•  a  retrospective  record  review  to  analyze  the  factors  associated 
with  variations  in  lengths  of  stay  of  comparable  patients  in  14  VA 
hospitals  and  five  community  hospitals;  and 

•  a  comparative  analysis  of  nursing  costs  in  VA  and  non-VA 
hospitals  based  on  data  collected  in  the  hospital  staffing  studies. 

Affiliations  of  VA  Hospitals  and  Medical  Schools 

More  than  half  the  VA  hospitals  are  affiliated  with  medical  schools 
A  study  was  designed  to  examine  quantitatively  two  aspects  of  those 
relationships:  the  dependence  of  the  VA  hospitals  on  the  medical 
schools  for  physicians  and  the  dependence  of  the  medical  schools 
on  the  VA  hospitals  for  the  teaching  of  clinical  skills  to  medical 
students.     Data  were  obtained  from  a  mail  survey  of  VA  hospitals 
and  from  publications  of  the  Association  of  American  Medical  Colleges 
and  the  American  Medical  Association. 


Special  Analyses 

In  addition  to  the  studies  involving  collection  of  original  data, 
a  number  of  special  analyses  were  undertaken,  including: 

•  projections  of  the  changing  age  distribution  of  the  male 
veteran  population  and  of  the  entire  male  population  to  the  year  2000; 

•  an  analysis  of  surgical  mortality  rates  in  VA  hospitals; 

•  an  examination  of  the  VA  management  information  system;  and 

•  an  analysis  of  VA  budgeting  procedures  and  criteria. 

Organization  of  the  Report 

The  report  has  six  sections.     Section  one  consists  of  this 
introductory  chapter.    The  next  section  (Chapter  2)  discusses  the  VA's 
health-care  responsibilities.     It  presents  the  findings  of  an  analysis 
of  the  veteran  population,  its  demographic  characteristics,  how  it 
compares  with  the  total  male  population,  and  how  its  age  distribution 
is  likely  to  change  between  now  and  the  year  2000.     It  also  discusses 
entitlement,  eligibility,  and  priority  for  access  to  VA  care  and  the 
extent  to  which  eligibility  status  appears  to  affect  access  to  VA 
health-care  services.    Finally,  it  reports  on  the  veterans  who  are 
actually  being  served  by  the  VA — their  numbers,  eligibility,  and 
demographic  characteristics — and  the  extent  to  which  there  is  evidence 
of  unmet  health-care  needs  among  eligible  veterans. 
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The  third  section  consists  of  Chapters  3-6  and  reviews  the 
resources  available  to  the  VA  to  carry  out  its  health-care  programs 
*nd  how  these  resources  are  allocated.    Chapter  3  discusses  funding 
levels  of  VA  health  programs — their  growth  over  the  last  10  years, 
their  distribution  by  program  and  major  object  class,  and  the  budgeting 
procedures  and  criteria  used  in  allocating  funds  to  programs  and 
field  stations.     Chapter  4  looks  at  facilities — geographic  distribution, 
allocation  to  patient-care  programs,  utilisation  indicators,  and 
construction  trends.     Chapter  5  examines  VA  hospital  staff 
characteristics  and  distribution  among  programs  and  facilities  and 
also  reports  the  findings  of  the  studies  of  staffing  adequacy  conducted 
by  the  Committee.     Chapter  6  discusses  the  management  information 
systems  on  which  the  VA  relies  for  making  resource-allocation  decisions. 

This  is  followed  by  a  section,  consisting  of  Chapters  7-15,  that 
contains  the  Committee's  assessments  of  the  major  patient-care  programs 
operated  by  the  VA.     Chapter  7  discusses  ambulatory  care.     Chapter  8 
addresses  hospital  care  in  general,  focusing  primarily  on  an  analysis 
of  hospital  performance:     admission  rates,  length  of  stay,  and  patient 
characteristics  that  apply  to  hospital  care  generally.     Chapters  9-12 
discuss  medicine,  surgery,  psychiatry,  and  rehabilitation  services. 
The  focus  of  the  analysis  of  each  clinical  service  is  different,  but 
in  general  the  questions  of  access,  resource  availability  and 
utilization,  and  quality  of  patient  care  are  considered,  and  special 
problems  with  policy  and  resource  implications  are  identified.  Chapter 
13  reports  on  dental  care;  Chapter  14  on  long-term  care,  including 
nursing-home  care  and  intermediate  care;  and  Chapter  15  on  domiciliary 
care . 

Chapters  16  and  17  constitute  a  fifth  section  which  examines  key 
institutional  relationships  that  affect  the  system's  goals,  resources, 
and  modus  operandi :     affiliation  with  medical  schools  and  interhospital 
relationships .     Chapter  16  explores  the  mutual  dependence  relationships 
between  medical  schools  and  VA  hospitals.     Chapter  17  discusses  the 
sharing  relationships  between  VA  hospitals  and  non-VA  hospitals,  as 
well  as  the  VA's  regionalization  program. 

Chapter  18  constitutes  the  last  section.     It  contains  the  Committee' 
conclusions  and  recommendations  to  the  Congress  and  the  Administrator 
of  the  VA. 


CHAPTER  2.     THE  HEALTH- CARE  RESPONSIBILITIES  OF  THE  VA 


This  chapter  examines  the  extent  and  nature  of  the  VA's  health- 
care responsibilities.     It  discusses  the  size  and  age  distribution 
of  the  veteran  population,  statutory  eligibility  requirements  and 
their  effects  on  utilization  of  VA  health  services,  the  numbers 
and  characteristics  of  the  veterans  whom  the  VA  is  currently  serving, 
and  how  they  differ  from  eligible  veterans  who  do  not  use  the  VA 
health-care  system.     It  also  discusses  foreseeable  changes  in  the 
veteran  population  and  in  the  utilization  of  VA  health  care  by 
eligible  veterans. 

The  Veteran  Population 

In  describing  the  veteran  population,  the  first  questions  to 
consider  are  the  size  of  the  veteran  population  entitled  to  health- 
care benefits  and  how  this  population  is  likely  to  change  between 
now  and  the  year  2000.     In  this  analysis,  only  male  veterans  are 
considered,  because  the  female  veterans  amount  to  less  than  2% 
of  the  current  total. 

The  Bureau  of  the  Census,  the  National  Center  for  Health 
Statistics  (NCHS) ,  and  the  VA  all  publish  statistics  on  the  size 
and  characteristics  of  the  veteran  population.     The  Bureau  of  the 
Census  and  NCHS  data  are  for  male  veterans  only.    The  estimates  of 
the  total  male  veteran  population  in  1970  range  from  27.1  million 
to  28.4  million.     (The  Committee,  which  commissioned  a  study  to 
project  the  veteran  population  to  the  year  2000,  estimated  the  1970 
veteran  population  as  27.2  million.  \J)    Although  the  estimates  probably 
are  reasonably  accurate  for  the  total  veteran  population,  they  may 
overstate — by  as  much  as  10% — the  nunber  of  veterans  who  are  entitled 
to  VA  health-care  benefits.    The  reason  is  that,  to  be  entitled  to 
health  care  from  the  VA,  a  former  member  of  the  U.S.  armed  forces 
must  have  an  honorable  discharge  and  must  have  served  at  least  one 
day  of  active  duty  for  nontraining  purposes.    Many  former  reservists 
were  never  called  up  for  active  duty  and  therefore  are  not  entitled 
to  VA  benefits.    But  the  Bureau  of  the  Census  and  the  NCHS  asked 
respondents  simply  whether  they  had  served  in  the  armed  forces. 
Thus,  some  who  were  not  entitled  to  health-care  benefits  may  have 
been  counted.     Department  of  Defense  records  are  not  available  to 
clarify  this  matter. 
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About  572  of  the  veteran  population  in  the  1970  census  were  35-54 
years  old.    Of  those  counted  as  veterans  in  the  1970  census,  about 
50%  reported  that  they  had  served  during  World  War  II,  15%  that  they 
had  served  only  in  Korea,  15%  that  their  service  was  only  in  the  Vietnam 
conflict,  and  5%  that  they  had  served  during  World  War  I.     The  remaining 
veterans  served  in  peacetime.  Of  the  1970  civilian  male  population 
between  the  ages  of  35  and  54  years,  70%  were  veterans. 

The  population  was  projected  to  show  the  probable  changes  over  the 
next  25  years  in  the  age  distributions  of  both  the  veteran  population 
and  the  total  population  of  adult  males.     Both  projections  were  based  on 
the  general  assumption  that  there  will  be  no  large-scale  war,  widespread 
epidemic,  or  other  major  catastrophe.    The  projected  changes  in  the 
total  adult  male  and  male  veteran  populations  are  shown  in  Table  2-1. 


TABLE  2-1 

Total  U.S.  Adult  Males  2/  and  Male  Veterans  (in  millions), 
by  Age  for  Selected  Years 


1970  1980  1990  2000 


Age, 

No. 

Veterans 

No. 

Veterans 

No. 

Veterans 

No. 

Veterans 

years 

Males 

No. 

% 

Males 

No. 

% 

Males 

No. 

% 

Males 

No. 

% 

17-24 

12.1 

1.6 

13.2 

16.7 

1.0 

6.0 

14.3 

0.9 

6. 

3 

15.4 

0.9 

5.8 

25-34 

11.7 

5.3 

45.3 

18.0 

5.0 

27.8 

20.4 

3.4 

16. 

7 

17.1 

3.4 

19.9 

35-44 

11.0 

7.6 

69.1 

11.5 

5.8 

50.4 

17.9 

5.4 

30. 

2 

20.2 

3.9 

19.3 

45-54 

11.1 

7.9 

71.2 

11.0 

7.4 

67.3 

12.3 

5.8 

47. 

2 

17.4 

5.4 

31.0 

55-64 

8.8 

2.6 

29.5 

9.9 

7.0 

70.7 

9.7 

6.7 

69. 

1 

10.9 

5.3 

48.6 

65  + 

8.4 

2.2 

26.2 

9.9 

2.6 

26.3 

11.5 

5.9 

51. 

3 

12.0 

7.1 

59.2 

Totals 

63.1 

27.2 

43.1 

77.0 

28.8 

.37.4 

86,1 

28.1 

32. 

6 

93.0 

26.0 

28.0 

SOURCES:     U.S.  Bureau  of  the  Census;  Duke  University  Center  for  Demographic 
Studies  (see  Notes  1  and  2,  Chapter  2) 


It  is  projected  that  more  than  25%  of  the  surviving  veterans — 7.1 
million — will  be  over  64  years  old  by  the  year  2000.     (In  1970,  only  8% 
were  over  64  years  old.)     In  1970,  when  there  were  2.2  million  veterans 
65  years  old  or  older,  the  Bureau  of  the  Census  estimated  that  75,000 
veterans  were  in  "homes  for  the  aged."    That  is,  they  were  receiving 
some  type  of  long-term  institutional  care.     If  it  is  assumed  that  the 
percentage  of  patients  over  65  who  require  long-term  institutional 
care  does  not  change  substantially  over  the  next  25  years,  the  numbers 
of  veterans  in  long-term-care  facilities  will  more  than  triple  by 
the  year  2000. 
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The  Effects  of  Eligibility  Criteria  on  Access  to  VA  Health  Care 

A  veteran  seeking  health  care  at  a  facility  operated  by  the  VA  is 
subject  to  three  legal  requirements:  he  must  be  entitled  to  receive 
benefits  from  the  VA,  he  must  be  eligible  for  the  particular  health-care 
service  that  he  needs,  and  his  priority  for  obtaining  the  service, 
based  on  his  eligibility  status,  must  be  high  enough. 

Entitlement 

To  receive  any  health-care  benefits  from  the  VA,  a  veteran  must 
have  an  honorable  discharge  and  must  have  been  on  active  duty 
(for  nontraining  purposes)  for  at  least  one  day. 

Eligibility 

As  can  be  seen  in  Table  2-2,  entitled  veterans  fall  into  two  major 
categories  of  eligibility  for  health  care:     veterans  who  have 
service-connected  disabilities  and  veterans  who  do  not.  Within 
the  former  category,  there  are  two  main  subgroups:  those  seeking 
care  for  a  service-connected  disability  and  those  seeking  care  for 
a  health  problem  unrelated  to  their  service-connected  disability. 
Veterans  without  service-connected  disabilities  also  are  divided  into 
two  groups:     those  65  years  of  age  and  older  and  those  under  65. 

The  principal  factor  in  establishing  eligibility  for  VA  care  has 
always  been  whether  the  veteran  seeking  treatment  has  a  service-connected 
condition.     The  VA  hospital  system  was  established  to  treat  veterans 
with  service-connected  disabilities;  therefore,  such  veterans  have 
always  been  the  preferred  recipients  of  VA  health-care  benefits.  As 
shown  in  Table  2-2,  any  veteran  seeking  treatment  for  a  service-connected 
condition  is  eligible  to  receive  any  service  available  in  the  VA 
system,  or,  if  the  service  is  not  available  in  a  VA  facility,  the 
VA  will  pay  the  costs  of  having  it  provided  in  a  non-VA  facility. 
Likewise,  any  veteran  who  has  received  a  medical  discharge  can  receive 
unlimited  services  for  treatment  of  the  condition  that  caused  the 
medical  discharge.     Furthermore,  a  veteran  who  suffered  an  injury  or 
other  medical,  mental,  or  emotional  health  problem  that  began  or 
became  worse  while  he  was  serving  on  active  duty  can  apply  at  any 
time  after  his  discharge  for  a  disability  rating.     His  claim  will 
be  adjudicated  by  a  board  of  review,  and  a  disability  rating  ranging 
up  to  100%  (in  some  cases  even  higher,  if  the  veteran  incurred  serious 
multiple  health  problems)  will  be  awarded  on  the  basis  of  the  permanence 
and  severity  of  the  condition.     If  a  chronic  condition,  disease, 
or  slowly  developing  affliction  is  found  within  a  year  after  discharge, 
it  is  presumed  to  be  service-connected,  and  the  veteran  can  receive 
a  disability  rating.  For  some  health  problems,  such  as  pulmonary 
tuberculosis  and  neuropsychiatry  conditions,  the  VA  will  presume 
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Eligibility  Requirements  for  Dse  of  VA  Health-Care  Services  by  Entitled  Veterans 


Type  of  Service 


Veteran  vith  Service-Connected  (SO  Disability             Veteran  with  No 
Care  for  SC         Care  for  Non-SC  Service-Connected 
Disability  Disabi  li  ty  Disability  


Hospi  t al i lation 

(medical , 
surgical , 
dental,  or 
psychiatric ) 


yes 


when  veteran  is  receiving 
compensation  for  disability 
or  is  entitled  to  it  but  is 
receiving  retirement  pay 
instead;  o_r 

vhen  a  health  condition  is 
associated  vith  and 
aggravating  SC  disability;  or 

if,  when  hospitalized  for  care 
related  to  SC  disability, 
care  can  he  provided  if 
Che  patient  is  willing  and 
services  are  available  for 
non-SC  disability 


if  veteran  i6  65 
years  of  age  and 
older;  or 

if  Medal  of  Honor 
winner;  or 

if  states  under 

oath  that  he  is 

unable  to  pay 

expenses;  or 

if  receiving 
pension 


Nursing-bome  care  yes 


same  as  above 


same  as  above 


Domiciliary  care  yes 


when  veteran  is  receiving 

compensation  for  disability 

and  has  permanent  disability;  or 

has  TB;  or 

has  neuropsychiatry  disorder, 
cannot  earn  a  living,  and 
has  no  means  of  support 


if  wartime  era 
veteran  or  if 
military  service 
was  after  1/31/1955 
and  unable  to 
defray  expenses 
of  care 


Outpatient 
medical  care 


when  condition  is  associated 
with  and  aggravating  SC  dis- 
ability; or 

to  prepare  veteran  for 
hospital  treatment;  or 


if  veteran  of  the 
Spanish-American  War 
or  Indian  Wars;  or 

to  prepare  veteran 
for  hospital  care 
if  eligible;  or 


Table  2-2  eont. 
Type  of  Service 


Veteran  with  Service-Conner ted  (SC)  Disability 
Care  for  SC 

Disapility  Care  for  Hon-SC  Disability  


Veteran  With  No 
Service-Conner  ted 
Di  sabi li  ty 


to  complete  treatment  incidental 
to  hospital  care;  or 

to  eliminate  need  for  hospi- 
talisation later  ("obviate  the 
need  for  bed  care");  or 

if  entitled  to  vocational 
rehabilitation  training;  or 

if  has  SC  disability  rating 
of  502  or  more;  or 

if  receiving  additional  com- 
pensation by  reason  of  being 
housebound  or  in  need  of 
regular  attendance 


to  complete  treat- 
Bent  incidental  to 
hospital  care;  £r 

to  eliminate  need 
for  hospitalization 
later  when  found 
eligible  for  hospital 
care;  or 

if  receiving 
additional  pension 
by  being  housebound 
or  in  need  of  regular 
attendant 


Inpatient  dental 
care 


tame  as  for  hospitalization, 
provided  that  dental  care  does 
not  prolong  hospitalization  or 
interfere  with  provision  of 
medical  services  to  thi6  or 
other  patient;  dental  care 
started  in  hospital  may  be  com- 
pleted after  discharge  on  out- 
patient basis 


samf  as  for  inpatient 
hospitalizations  pro- 
vided that  dental  care 
does  not  prolong  hospi- 
talization or  interfere 
with  provision  of  medical 
services  to  this  or  other 
patients;  dental  care 
started  in  hospital  may  be 
completed  after  discharge 
on  outpatient  basis 


Outpa: 
care 


if  compen-  when  dental  condition  is  aggravat- 

sation  also  ing  associated  medical,  surgical, 
received;  0£       or  psychiatric  SC  condition;  or 

if  from  combat  if  a  compensable  SC  condition 

wounds  or  if  exists  and  dental  treatment  is 

SC  disaDility  necessary  to  maintain  oral  health 

resulted;  or  or  masticatory  function;  or 

if  former  if  enrolled  in  vocational 

POW  rehaDilitation  program;  or 

to  complete  dental  treatment 
started  while  in  hospital 


veteran  of  Spanish- 
American  War,  Indiau 
Wars,  Philippine 
Insurrection,  or  Boxer 
Rebellion;  or 

to  complete  dental  treat- 
ment started  in  hospital 
if  noncompensabl e  SC  dental 
condition  in  existence  at 
time  of  discharge  and  if 
application  made  within  a 
year  of  discharge  (only  one 
aet  of  treatments  given) 
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Table  2-2  cont .  Veteran  vith  Service-Connected  (SC)  Disability  Veteran  With  No 

Care  for  SC  Service-Connected 
Type  of  Service  Disability  Care  for  Hon-SC  Disability  Disabi  lity  


Prosthetic  devices 
and  similar  appli- 
ances (excluding 
some  devices,  such 
as  invalid  lift, 
special  automobile 
equipment,  guide 
dogs,  and  equipment 
for  the  blind) 


yes 


when  condition  is  associated  vith 
and  aggravating  SC  disability;  or 

when  hospital  admission  is 
authorised;  or 

while  hospitalized  if  services 
are  available  and  patient  is 
willing;  or 

if  aids  other  than  dental  appli- 
ances were  damaged  or  destroyed 
by  accident  resulting  from  SC 
disability 


when  hospital  admission 
is  authorized;  or 

when  non-SC  condition 
is  associated  vith  and 
aggravating  non-SC  con- 
dition for  which  hospital 
admission  is  authorized;  c 

while  hospitalized  if 
services  are  available 
and  patient  is  willing 


Fee-for-service  yes                       when  condition  is  associated  vith 

care  (health  care  and  aggravating  SC  disability;  or 
provided  in  the 

non-VA  sector  and  if  entitled  to  vocational 

paid  for  by  VA)  rehabilitation  training;  or 


if  totally  and  permanently 
disabled  from  SC  condition 
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service  connection  for  longer  periods  after  discharge.    Veterans  with 
high  disability  ratings  from  service-connected  conditions  are  also 
eligible  to  receive  care  for  nonservice-connected  health  problems. 

Although  veterans  without  service-connected  disabilities  were  not 
eligible  for  VA  care  when  the  system  was  established  in  1922,  by  1924 
eligibility  for  hospital  care  was  extended  by  the  Congress  to  war 
veterans  who  were  unable  to  defray  the  expenses  of  such  care.  The 
legislation  governing  eligibility  has  since  been  amended  many  times. 
Today,  an  entitled  veteran  under  65  years  old  without  a  service- 
connected  disability  is  eligible  for  hospital  care  and  for  most  other 
types  of  care  (except  dental  care),  if  he  certifies  that  he  is  unable 
to  pay  for  such  care.     There  is  no  means  test.    All  entitled  veterans 
over  65  are  eligible  without  certifying  inability  to  pay. 

Veterans  who  receive  a  VA  pension  are  automatically  eligible  for 
care,  their  inability  to  pay  for  health  care  being  demonstrated  by 
their  eligibility  for  the  pension.     Most  pensioners  are  over  65. 

Priorities  for  Care 

An  eligible  veteran  may  receive  care  only  if  the  VA  facility  to 
which  he  applies  has  the  capacity  to  provide  him  with  the  services 
he  needs.     If  there  is  a  queue,  he  is  subject  to  a  set  of  priorities 
based  on  eligibility  status. 

Veterans  with  service-connected  conditions  are  the  top-priority 
group.     Within  this  group,  a  veteran  seeking  care  for  a  service-connected 
condition  has  access  to  VA  services  before  a  veteran  with  a  disability 
rating  seeking  treatment  for  a  non-service-connected  condition.  Veterans 
already  hospitalized  in  VA  facilities  have  higher  priority  for  use 
of  VA  health  services  than  do  veterans  entering  the  VA  health  system 
for  the  first  time.     Medical  emergencies  are  also  given  priority. 

Effect  of  Eligibility  Constraints  on  the  Use  of  VA  Hospitals 

In  fiscal  year  1976,  the  VA  reported  that  2,252,703  applications 
for  admission  to  VA  psychiatric  and  general  hospitals  were  processed. 
Of  these,  76,047  (3%)  were  "canceled" — i.e.,  the  applicants  were  found 
ineligible,  left  without  being  seen  by  a  VA  health  professional, 
or  were  referred  elsewhere.     All  other  applicants  were  provided  with 
some  form  of  care .3/ 

The  findings  of  the  research  studies  conducted  by  the  Committee 
are  consistent  with  these  data  from  the  VA  and  indicate  that  almost 
all  applicants  received  some  care.     Fewer  than  5%  of  the  veterans  who 
were  asked  felt  that  they  had  ever  been  turned  down  when  they  sought 
health  care  at  a  VA  facility;  and  about  40%  of  the  veterans  who 
said  they  were  turned  down  were  denied  outpatient  dental  treatment. 
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A  small  proportion  of  the  underprivileged  groups  (i.e.,  the 
transients*  and  others  with  low  incomes)  felt  that  they  had  ever  been 
denied  VA  health  care.    For  instance,  fewer  than  82  of  the  transients 
said  that  they  had  ever  been  denied  care;  and  about  one-third  of 
those  who  had  been  denied  care  were  denied  outpatient  dental  treatment. 

The  Committee's  study  of  more  than  7,000  walk-in  applicants  at  18 
sample  VA  hospitals  showed  that  nearly  all  these  veterans  received 
care  on  the  day  of  their  visit.  Only  1.32  of  the  applicants  at  general 
hospitals  and  fewer  than  12  of  the  applicants  at  psychiatric  hospitals 
left  without  seeing  a  physician.  In  the  general  hospitals,  more  than 
one-third  of  the  applicants  were  admitted  to  the  hospital  the  same 
day;  432  received  outpatient  care  and  an  appointment  for  further 
treatment;  172  were  treated  on  an  outpatient  basis  and  were  not 
given  an  appointment  for  further  care;  and  another  22  were  referred 
to  non-VA  facilities  for  further  care. 

Three-fourths  of  the  applicants  at  psychiatric  hospitals  were 
admitted  for  care  on  the  day  of  application;  another  192  saw  a  doctor 
on  an  outpatient  basis,  received  treatment,  and  were  given  an  appointment 
for  further  care.  Fewer  than  12  of  the  applicants  at  psychiatric 
hospitals  were  referred  to  non-VA  facilities  for  further  care. 

Followup  interviews  were  conducted  with  almost  two-thirds  of  the 
1,097  applicants  (of  the  7,000  walk-in  applicants)  who  did  not  receive 
any  VA  care  or  who  received  VA  care  and  were  not  given  an  appointment 
for  a  subsequent  visit.  About  one-fourth  of  this  group  had  been 
told  to  return  to  the  hospital  later.  Sixty-seven  percent  of  all  the 
respondents  were  "mostly"  or  "completely"  satisfied  with  the  care 
they  received  at  the  general  hospitals,  and  174  respondents  (2.52) 
said  that  they  received  no  care  or  not  enough  care  on  the  day  of 
their  application. 

These  data  indicate  that,  despite  the  complex  set  of  eligibility 
regulations  governing  the  use  of  VA  health  care,  only  a  very  small 
proportion  of  the  veterans  who  apply  for  care  at  VA  facilities  are 
being  denied  care  or  are  dissatisfied  with  the  amount  of  care  they 
receive.    Although  some  veterans  may  be  denied  the  use  of  some  VA 
services  (especially  dental  care),  inpatient  and  outpatient  medical 
care  appears  to  be  available  to  almost  all  applicants,  regardless 
of  their  eligibility  status. 


♦Transients  are  respondents  in  the  household  survey  who  were  living 
in  boarding  houses,  transient  hotels,  or  shelters. 
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The  Role  of  the  VA  in  Providing  Health  Care  to  Veterans 

The  public  policy  rationale  for  the  VA  hospital  system  assumes 
two  broad  categories  of  eligible  veterans:  those  who  have  service- 
connected  disabilities  and  those  who  do  not.    The  VA  hospital  6ystem 
was  initially  justified  (and  the  substantial  continuing  investment  in 
VA  facilities  and  resources  has  been  provided  by  the  Congress)  on 
the  grounds  that  the  facilities  were  (and  continue  to  be)  necessary 
to  provide  health  care  to  veterans  with  service-connected  disabilities. 
Eligible  veterans  without  service-connected  disabilities  were  to 
be  treated  only  if  spare  capacity  were  available  after  the  needs 
of  veterans  in  the  highest-priority  eligibility  category  were  met. 
The  elaborate  structure  of  eligibility  rules  enacted  by  the  Congress 
was  designed  to  control  access  to  facilities.    That  structure  rests 
on  the  implicit  assumption  that  VA  facilities  have  insufficient 
capacity  to  meet  the  needs  of  all  eligible  veterans  who  may  apply 
for  care.     The  Congress  reiterated  this  policy  as  recently  as  October 
1976,  in  the  legislative  history  associated  with  the  Veterans'  Omnibus 
Health  Care  Act  of  1976  (PL  94-581).     The  immediate  context  was  concern 
about  the  growth  in  outpatient  care.     The  new  law  emphasized  the 
requirement  that  the  VA  make  outpatient  care  available  on  the  basis 
of  eligibility  priorities,  rather  than  expand  its  outpatient  capacity 
sufficiently  to  meet  the  needs  of  all  eligible  veterans  in  the  lowest- 
priority  eligibility  category. 4/ 

Given  the  VA's  statutory  responsibilities  and  constraints,  what 
is  its  actual  role  in  providing  health  care  to  veterans?  Specifically: 

•  What  fractions  of  the  major  categories  of  eligible  veterans 
rely  on  the  VA  for  health  services? 

•  What  demographic  characteristics,  attitudes,  and  circumstances 
appear  to  differentiate  eligible  veterans  who  use  the  VA  for  health 
care  from  those  who  do  not? 

•  To  what  extent  are  the  health-care  needs  of  veterans  not  being 

met? 


Eligibility  Status  of  Veterans  Who  Use  VA  Health  Services 

To  clarify  the  role  of  the  VA  in  serving  eligible  veterans,  it  is 
useful  to  divide  veterans  who  use  the  VA  into  three  broad  eligibility 
categories : 

(1)  those  who  are  receiving  compensation  for  service-connected 
disabilities ; 

(2)  those  who  are  receiving  VA  pensions  for  non-service-connected 
disabilities  (almost  all  of  whom  are  over  65);  and 
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(3)    all  other  eligible  veterans  without  service-connected 
disabilities . 

The  third  category  consists  of  two  groups:     those  65  years  old  or 
over  and  those  younger  than  65.    Those  in  the  older  group  are  eligible 
for  health  care,  irrespective  of  their  financial  circumstances; 
those  in  the  younger  group  are  eligible  only  if  they  certify  that 
they  are  unable  to  pay  for  the  health-care  services  they  need. 

Similarly,  it  is  useful  to  divide  the  major  health-care  services 
being  provided  by  the  VA  into  three  broad  categories:  hospital  care, 
long-term  care,  and  outpatient  care. 

Hospital  Care 

Table  2-3  shows  that  only  29%  of  the  hospital  care  is  provided  to 
veterans  with  service-connected  disabilities.    The  veterans  receiving 
pensions,  who  constitute  only  3.4%  of  the  veteran  population,  account 
for  28%  of  the  inpatient  census.    The  compensation  and  pension  groups 
together  make  up  11%  of  the  veteran  population,  but  account  for  57% 
of  the  inpatient  census.    Veterans  who  receive  neither  compensation 
nor  pensions  from  the  VA  constitute  over  89%  of  the  veteran  population 
and  use  over  42%  of  the  inpatient  days.    The  difference  in  utilization 
per  thousand  veterans  in  each  eligibility  category  is  striking:  the 
inpatient  days  per  thousand  used  by  veterans  on  compensation  is  half 
that  of  veterans  on  pension;  the  latter  group's  utilization  rate  is 
16  times  that  of  veterans  who  have  neither  compensation  nor  pension. 


TABLE  2-3 

Utilization  of  VA  Hospital  Services  by  Eligible  Veterans,  1975 


Veterans 


No. 

Millions 

% 

Compensation  (C) 

2.2 

7.5 

Pension  (P) 

1.0 

3.4 

Neither  C  nor  P 

26.3 

89.2 

Estimated  Annual  Inpatient  Days 
Days,  Per  1,000  Persons 

Millions        %  Per  Year 


8.6         29.4  3,900 
8.2     •    27.8  8,100 
12.5         42.4  500 


Total  29.5         100.1  29.3         99.6  1,000 

SOURCE:    VA  Annual  Report,  1975 

The  Committee  found  that  the  hospital  inpatient  data  include  two 
categories  of  patients:  short-term  patients,  who  are  receiving  care  for 
an  episode  of  acute  illness;  and  those  who  are  receiving  some  form  of 
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long-term  care-nursing,  chronic  psychiatric  care,  or  the  equivalent 
of  domiciliary  care. 5/    For  patients  in  the  former  category,  the  VA  is 
providing  acute  hospTtal  care  similar  to  that  provided  by  short-term 
community  hospitals;  but  a  substantial  number  of  patients  innedical, 
surgical,  and  psychiatric  beds  are  in  the  long-term  category.  The 
Committee  estimates  the  census  of  long-term  patients  in  hospital 
beds  to  be  about  19,000,  which  is  the  number  of  patients  in  hospital 
beds  (excluding  intermediate  care)  who  had  been  in  bed  90  days  or  more 
on  the  day  of  the  VA  Annual  Patient  Census  in  October  1974. 

Although  the  statistical  boundaries  between  the  short-term  patients 
and  the  long-term  patients  are  difficult  to  draw  precisely,  the 
Committee  considers  it  important  to  draw  attention  to  both  VA  roles. 
Each  patient  group  has  distinctive  requirements  and  is  likely  to 
be  affected  differently  by  the  aging  of  the  veteran  population 
and  by  the  development  of  federal  health  policy — particularly  national 
health  insurance. 

A  better  estimate  of  the  eligibility  characteristics  of  the  acutely 
ill  patients  was  obtained  from  data  on  patients  who  were  discharged 
from  VA  hospitals  and  those  whc  applied  for  care  at  a  sample 
of  hospitals.    Although  both  sets  of  data  include  some  long-term 
patients,  such  patients  constitute  much  smaller  proportions  of  the 
applicants  and  discharges  than  of  the  inpatient  census.  Table  2-4 
shows  how  the  three  data  sets  compare. 


TABLE  2-4 

Eligibility  Status  of  VA  Hospital  Patients  and  Applicants  for  Care 


VA  Census  Applications  Discharges 


No. 
Thousands 

% 

No. 
Thousands 

% 

No. 
thousands 

% 

Compensation  (C) 

23.7 

30 

563 

27 

221 

25 

Pension  (P) 

22.4 

28 

438 

21 

194 

22 

Neither  C  nor  P 

34.2 

42 

1 ,086 

52 

468 

53 

Total 

80.3 

100 

2,087 

100 

883 

100 

SOURCES:     Census  and  discharge  data  from  VA  Annual  Report,  1975;  applica- 
tion proportion  data  from  special  study  conducted  by  NAS  staff 
(see  Chapters  1  and  8) 


It  is  evident  that  both  the  application  and  discharge  data  show 
a  smaller  proportion  of  veterans  on  compensation  and  on  pension  than 
does  the  hospital  patient  census.     This  indicates  that  these  two 
categories — particularly  the  pensioners — are  more  heavily  represented 
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among  the  long-term  patients  included  in  the  hospital  inpatient 
census.     Inasmuch  as  almost  all  pensioners  are  65  or  over  and  one- 
third  of  them  are  World  War  I  veterans  (and  thus  over  75),  thi6  is 
understandable . 

From  its  analysis  of  VA  patient  discharge  data  and  from  its 
survey  of  veterans,  the  Committee  found  that  between  1963  and  1975 
10-132  of  the  veteran  population  were  hospitalized  in  VA  beds. 
Because  there  are  around  29  million  veterans,  the  Committee  estimates 
that  perhaps  3  million  veterans  are  now  using  the  VA  health-care 
system.    Analysis  of  applications  for  care  showed  that  60%  of  applicants 
to  general  hospitals  had  received  care  from  the  VA  in  the  preceding  12 
months  and  82%  at  some  time  in  the  past;  of  applicants  to  psychiatric 
hospitals,  54%  had  received  VA  care  in  the  preceding  year,  and  76%  at 
some  time.    These  data  suggest  that  a  substantial  fraction  of  veterans 
who  apply  to  the  VA  currently  rely  on  the  VA  for  their  hospital  care. 

The  VA  provides  (i.e.,  pays  for)  only  a  very  small  amount  of 
hospital  care  to  veterans  in  non-VA  hospitals.     In  fiscal  year  1975, 
this  amounted  to  less  than  3%  of  the  patients  hospitalized  in  VA 
beds. 


Long-Term  Care 

The  eligibility  status  of  patients  in  VA  long-term-care  units 
is  summarized  in  Table  2-5.    The  table  shows  that  roughly  the  same 
proportion  of  patients  in  long-term-care  beds  have  service-connected 
disabilities  as  those  in  hospital  beds. 


TABLE  2-5 


Eligibility  Status  of  Patients 
and  Domiciliaries , 


FY  1975 


in  VA  Nursing  Homes 


Compen- 
sation 
(C),  % 


Pension 
(P),  % 


Neither  C 
nor  P,  % 


No.  Patients 
(Ave.  Daily 
Census) 


Nursing  care 
Domiciliary  care 


26 
22 


48 
53 


26 
25 


6,739 
9,181 


Total 


15,920 


SOURCE:    DM&S  Office  of  Statistics  and  Reports 


The  VA  provides  (i.e.,  pays'  for)  substantial  amounts  of  long-term 
care  in  two  types  of  non-VA  facilities:  state  homes,  which  provide 
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nursing  care,  domiciliary  care,  and  hospital  care  (mostly  for  residents 
of  the  other  units);  and  community  nursing  homes,  in  which  VA  patients 
are  placed  under  contract.     The  average  daily  census  in  the  state  homes 
in  fiscal  year  1975  was  about  11,000.     The  average  census  in  community  nur- 
sing homes  in  the  same  year  was  6,200.    The  eligibility  status  of  patients 
in  the  community  nursing  homes  is  about  the  same  as  in  VA  facilities — 
only  about  one-fourth  of  them  have  service-connected  disabilities. 


Outpatient  Care 

The  eligibility  status  of  patients  receiving  VA  outpatient  care 
has  been  changing  rapidly  since  the  enactment  of  PL  93-82  in  August 
1973.     The  changes  are  shown  in  Table  2-6. 

Table  2-6  shows  the  rapid  growth  of  total  outpatient  care  around 
the  period  of  enactment  of  PL  93-82,  which  eliminated  most  barriers 
to  provision  of  outpatient  care  to  veterans  without  service-connected 
disabilities.     Between  1971  and  1976,  outpatient  visits  for  patients 
with  service-connected  disabilities  increased  by  one-third,  but  visits 
by  veterans  without  service-connected  disabilities  nearly  tripled. 
In  1971,  372  of  the  visits  were  by  veterans  without  service-connected 
disabilities;  in  1976,  the  fraction  had  increased  to  55%.     Most  of 
the  growth  was  in  visits  to  VA  facilities,  rather  than  in  visits 
to  non-VA  facilities  ("fee"  visits). 


TABLE  2-6 

Number  of  Outpatient  Visits  by  Patient  Eligibility  Status,  1972-1976 


Total  Outpatient  Visits  to  VA  Visits  to  Non-VA 


Fiscal 

Visits 

(thousands ) 

Facilities  (thousands) 

Facilities(tho 

usands ) 

Year 

Total 

SC* 

NSC** 

Total 

SC* 

NSC** 

Total 

SC* 

NSC** 

1971 
1972 
1973 

7,712 
9,148 
10,463 

4,893 
5,354 
5,477 

2,818 
3,794 
4,986 

6,446 
7,551 
8,770 

3,668 
3,904 
4,027 

2,778 
3,647 
4,743 

1,266 
1,597 
1,693 

1,226 
1,449 
1,450 

40 
148 
243 

1974 
1975 
1976 

11,613 
13,943 
14,665 

5,657 
6,251 
6,551 

5,956 
7,692 
8,114 

9,805 
11,909 
12,493 

4,155 
4,592 
4,786 

5,650 
7,317 
7,707 

1,809 
2,034 
2,172 

1,502 
1,659 
1,765 

307 
348 
407 

1971-1976 
increase, X  90 

34 

188 

94 

30 

177 

72 

44 

918 

♦Patients  with  service-connected  disability. 
**Patients  without  service-connected  disability. 

SOURCE:     Report  No.  94-1206,  Senate  Committee  on  Veterans'  Affairs,  94th 
Congress,  2nd  Session,  pp.  64-70 
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Differences  Between  Users  and  Nonusers 

Table  2-7  compares  applicants  to  VA  hospitals  with  all  U.S.  veterans 
with  respect  to  age,  marital  status,  and  hospital  insurance  coverage. 

TABLE  2-7 

Characteristics  of  All  U.S.  Veterans  and  Veterans 
Who  Apply  for  Care*  to  VA  Hospitals 


All  U.S.      Applicants  to 
Veterans      VA  Hospitals,  % 
Characteristic   %  (N=7  ,424)  


Total  100  100 

Age,  years:     20-34  27  25 

35-49  44  22 

50-64  22  38 

65  +  7  16 

Married  80  52 

Unmarried  20  48 

Hospital  insurance:  yes           82  30 

no             18  70 


*Care  includes  both  hospital  and  outpatient  care. 

SOURCES:    U.S.  Census  for  age  and  marital  status  of  all  veterans,  NAS 
survey  for  hospital  insurance  of  all  veterans,  and  NAS 
study  of  sample  of  applications  for  care  to  18  VA  hospitals 
for  data  on  applicants 

It  is  evident  that  users  of  VA  services  are  older,  less  likely 
to  be  married,  and  much  less  likely  to  have  hospital  insurance  coverage. 
Of  the  applicants  under  65,  only  17%  have  health  insurance,  compared 
with  81%  of  all  veterans  under  65. 

More  extensive  data  are  available  from  the  survey  of  veterans 
conducted  by  the  Committee.    Respondents  were  asked  whether  they  had  ever 
been  hospitalized  and,  if  so,  whether  in  a  VA  or  non-VA  hospital.  Table 
2-8  contains  data  on  the  factors  that  respondents  associated  with  their 
first  episode  of  hospitalization  after  discharge  from  active  duty. 
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TABLE  2-8 

Characteristics  of  Veterans  Hospitalized  for  First  Time  after 
Military  Service,  by  Types  of  Hospitals  Utilized 

Hospital  used  by  veteran,  1 


Characteristic  VA  Non-VA* 


No  health  insurance  70  20 

Poor  financial  condition  t    59  22 

Chronic  health  problem  53  21 

Not  referred  by  private  physician  55  26 

No  other  place  to  go  43  28 

Considered  the  cost  34  14 


♦Includes  free  public  hospitals,  as  well  as  private  hospitals. 
SOURCE:     NAS  survey  of  veterans 

These  data  suggest  some  of  the  reasons  that  veterans  may  have  for 
going  to  VA  hospitals.     It  is  also  likely  that,  of  those  who  used  non-VA 
hospitals,  the  veterans  who  were  poor  and  did  not  have  health  insurance  went 
to  free  public  or  private  hospitals. 

About  40%  of  the  respondents  to  the  Committee's  survey  of  veterans  re- 
ported that  they  had  been  hospitalized  between  1964  and  1975 — about  one- 
fourth  of  them  in  VA  hospitals.     Table  2-9  summarizes  some  descriptive  data 
about  these  respondents. 

The  data  indicate  that  veterans  who  use  the  VA  are  at  a  disadvantage 
with  respect  to  economic  and  medical  conditions.  (It  should  be  noted  that 
the  data  on  health  insurance  and  income  refer  to  the  respondents'  circum- 
stances in  1975,  which  may  have  been  very  different  in  earlier  years.) 

Veterans'  Perceptions  of  Medical  Needs  and  of  VA  Services 

Needs 

One  objective  of  the  survey  of  veterans  was  to  determine  the 
extent  to  which  entitled  veterans  who  want  health-care  services  believe 
that  they  are  unable  to  obtain  them.     Some  10%  of  the  respondents  in 
the  household  sample  said  that  they  needed  health-care  services  that 
they  could  not  get.     In  the  case  of  6%  of  the  respondents,  it  was  a 
dependent  who  needed  the  care.     (VA  health-care  services  for  dependents 
are  available  only  to  dependents  of  veterans  who  are  totally  disabled.) 
The  remaining  respondents  who  said  that  they  could  not  obtain  needed 
health  care  (about  4%  of  the  total  household  sample)  were  concerned 
primarily  with  dental  care;  only  1%  felt  that  medical,  surgical,  or 
psychiatric  care  that  they  needed  was  unavailable  to  them.  Such 
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TABLE  2-9 

Characteristics  (in  1975)  of  Veterans  Who  Were  Hospitalized 
Between  1964  and  1975,  by  Type  of  Hospital  Used 


Characteristic 


Percentage  Hospitalized 
In  Non-VA           In  VA 
and/or  VA  Only 


Total 


100 


100 


Income  (1975) 

Less  than  $5,000 
$5,000-$14,000 
$15,000  + 


26 
53 
21 


48 
47 

A 


Health  insurance  (1975) 
Yes 
No 


82 
IS 


58 

42 


VA  disability  rating  (ever) 
Yes 
No 


23 
7^ 


45 
55 


Race 

Caucasian 
Other 


85 
15 


69 
31 


Education 

Less  than  12  years 
12  years  + 


41 
59 


63 
37 


Health  index  (1975) 
Healthy 
Disabled 


70 

30 


46 
54 


Finances  (1971-1975) 
Improving 
Stable 
Worsening 


33 
40 
27 


19 
41 
40 


Ever  Used  Medicare 
Yes 
No 

Not  eligible 


7 
3 
90 


7 
7 
86 


SOURCE:     NAS  survey  of  veterans 


31 


perceptions  were  more  frequent  for  low-income  veterans.     Although  only 
212  of  all  veterans  had  an  annual  income  of  less  than  $5,000,  this 
group  contained  half  of  those  who  expressed  a  need  for  medical  care. 

Evaluation  of  Hospital  Care 

Respondents  who  had  been  hospitalized  at  least  once  since  discharge 
from  active  duty  were  asked  their  opinions  of  the  quality  of  the  care 
that  they  received  the  last  time  they  were  hospitalized.     The  results 
are  reported  in  Table  2-10,  separately  for  VA  and  non-VA  hospitalization. 

TABLE  2-10 

Veterans'  Opinions  of  Quality  of  Care  Received 
in  VA  and  Non-VA  Hospitals 

Percentage  of  Total 


Opinion 

VA 

Non-VA 

Excellent 

55 

63 

Usually  OK 

38 

35 

Not  too  good 

5 

1 

Poor 

 2 

 1 

Total 

100 

100 

SOURCE:  NAS  survey  of  veterans 


Although  the  differences  between  the  two  types  of  facilities  are 
statistically  significant  (p^.0.02)  and  in  favor  of  non-VA  facilities, 
the  differences  are  small.     Moreover,  94%  of  those  hospitalized  in 
VA  facilities  perceived  the  care  as  at  least  satisfactory. 

Services  Available 

Respondents  were  asked  whether  they  knew  that  specific  services 
were  offered  by  the  VA.  There  is  wide  variation  in  awareness  depending 
on  the  type  of  service  (Table  2-11). 
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TABLE  2-11 


Veterans  Awareness  of  Existence  of  Specific 
VA  Health-Care  Services 


Service 


Percentage 
Aware 


Medical 

Surgical 

Psychiatric 

Outpatient 

Drug  treatment 

Alcohol  treatment 

Dental 

Old  age  homes 
Nursing  homes 
Fee-for-service  c 


are 


91 
87 
72 
67 
62 
58 
59 
49 
35 
21 


SOURCE:     NAS  survey  of  veterans 


Veterans  currently  constitute  40%  of  the  adult  male  population. 
The  age  distribution  of  veterans  is  skewed  toward  the  older  groups 
because  of  the  large  numbers  generated  by  World  War  II  and  the  Korean 
War.    Assuming  that  no  major  wars  occur  in  the  next  generation,  by 
1990,  more  than  half  of  all  U.S.  males  65  years  old  and  over,  almost 
702  of  men  between  55  and  64,  and  47%  of  those  between  45  and  54  will 
be  veterans  entitled  to  health-care  benefits.     Between  1980  and  1990, 
the  number  of  veterans  over  65  will  more  than  double;  by  2000,  there 
will  be  almost  three  times  the  number  in  1975. 

Although  every  veteran  who  served  on  active  duty  and  received  an 
honorable  discharge  is  entitled  to  VA  health  benefits,  access  to 
VA  health  services  is  governed  by  statutory  eligibility  requirements 
that  cover  specific  categories  of  health-care  services  and  that  are 
used  to  establish  priorities  for  access  if  there  are  queues.    The  laws 
governing  use  of  VA  health-care  services  by  specific  groups  of  veterans 
have  been  enacted  in  a  piecemeal  fashion  relating  eligibility  to  each 
type  of  service  in  the  system  and  defining  the  nature  and  severity 
of  the  health  problems  that  a  veteran  must  have  if  he  is  to  receive 
VA  care.     These  laws,  in  conjunction  with  the  use  of  eligibility  status 
to  establish  priorities  for  care  when  facilities  are  limited,  have 
led  to  what  appears  to  be  a  complex  set  of  eligibility  regulations. 

Notwithstanding  this  thicket  of  eligibility  restrictions,  few 
veterans  are  being  denied  health  care  by  the  VA,  and  neither  eligibility 
criteria  nor  bed  and  staff  availability  serve  as  constraints  in  the 
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use  of  hospital  services  by  entitled  veterans.     The  capacity  of  the 
hospital-based  VA  health-care  system  is  ample  to  meet  the  health-care 
needs  (other  than  dental)  of  the  veterans  who  apply  for  care. 

All  the  major  health-care  services  provided  by  the  VA — hospital 
care,  long-term  care,  and  outpatient  care — are  provided  mainly  to 
veterans  without  service-connected  disabilities.    Most  VA  patients 
do  not  have  health  insurance  and  are  disadvantaged  medically  and 
economically. 

Apart  from  dental  care — which  4%  of  the  veterans  feel  that  they 
need  but  cannot  obtain — only  1%  of  the  veterans  feel  that  they  cannot 
obtain  needed  medical,  surgical,  or  psychiatric  services.     Tnis  is 
a  small  fraction,  but  it  does  represent  about  300,000  veterans  and 
can  easily  explain  the  volume  of  complaints  received  by  the  VA  and 
the  Congress. 

The  VA  clearly  has  two  major  groups  of  patients  to  whom  it  is 
providing  services:     a  group  of  perhaps  3  million  who  use  it  occasionally 
for  hospital  care,  and  a  much  smaller  group  who  reside  in  a  VA  hospital, 
nursing  home,  or  domiciliary — i.e.,  they  rely  on  the  VA  for  long-term 
nursing,  psychiatric,  or  domiciliary  care.     The  latter  group  accounts 
for  almost  half  the  total  VA  inpatient  census.     The  aging  of  the  veteran 
population  will  increase  the  requirements  for  both  acute  and  long-term 
care  in  the  next  10-20  years. 


91-271  O  -  77  -  4 


?uzdi-g  level 


Tr.e   funds  allocated  ::  7a  healtr.  activities  have  beer,  and  continue 
tc  be  substantial  .     Cf  tbe  Sl-.t  billicr  i:::::r:a:e:  for  tr.e  TA 
for  fiscal  vear  19"",  over  one-fourtb  :$-.9  cillion    was  for  reitral 
rr;z-a-s     including  :rr.s:r.::::r   ::'  redtcal   facilities.     Carle  3-1 
provides   a  :::;:e:::ve  or  :r.e  grove  r.  cf  7  A  be  alt.-   f     b  s  . 


Growth  of  Rational ,  Federal ,  and  VA  Health  Expenditures 
i-  ?  ";'  1  ?:  3  .    15  ~  1  .   ar.:   15  "5 

Expenditures 


Provider 
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65 

2 
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5 

71.2 

Federal 

5.2 

1: 

3 

36 
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VA 

1.2 

3 

.7 
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2 

2 
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the  growth  attributable  to  Medicare  and  Medicaid.     This  decreased 
the  VA's  share  of  federal  health  expenditures  to  9.32  and  its  share  of 
national  health  expenditures  to  2.52.  However,  between  1970  and  1975, 
the  VA  budget  growth — with  its  emphasis  on  institutional  services — more 
than  kept  pace  with  the  growth  of  national  health  spending;  the  VA's 
increased  by  over  1002,  and  national  health  expenditures  grew  by 
71.22.     In  1975,  the  VA  accounted  for  102  of  federal  and  3.12  of 
national  health  expenditures. 

Al location 

The  allocation  of  VA  medical-care  expenditures  to  major  patient- 
care  programs  is  shown  in  Table  3-2.     Some  noticeable  differences  in 
growth  rates  among  the  programs  are  evident  from  the  table.  Inpatient 
care  consumed  a  substantially  lower  proportion  of  total  expenditures 
in  fiscal  year  1975  than  it  had  10  years  earlier,  because  each  of  the 
other  categories  grew  at  a  much  greater  rate  than  inpatient  care.  The 
dramatic  growth  of  the  "all  other''  category  is  attributable  primarily 
to  three  programs:     community  nursing  care,  education  and  training 
(with  salaries  of  residents  accounting  for  much  of  the  increase), 
and  the  civilian  health  and  medical  program  of  the  VA  (CHAMPVA). 

TABLE  3-2 

VA  Medical-Care  Expenditures*  in  FY  1965,  1970,  and  1975 


1965  1970  1975 


Millions 

Millions 

Millions 

of 

of 

of 

Increase , 

Category 

Dollar 

s  2 

Dollars 

2 

Dollars 

2 

1965-1975 

Inpatient 

928.3 

80.7 

1,184.2 

70. 

1 

2,026.2 

62.6 

118.3 

Outpatient 

132.3 

11.5 

197.5 

11. 

7 

470.4 

14.5 

255.6 

VA  nursing  homes 

31.8 

2.8 

72.0 

4. 

3 

155.2 

4.8 

388.1 

&  domiciliaries 

Dental 

21.7 

1.9 

47.7 

2. 

8 

97.3 

3.0 

348.4 

All  other** 

36.0 

3.1 

187.2 

11. 

1 

489.1 

15.1 

1,258.6 

Total  1 

,150.1 

100.0 

1,688.6 

100. 

0 

3,238.2 

100.0 

181.6 

♦Excludes  construction,  research,  medical  administration,  and  miscellaneous 
operating  expenses. 
** Includes  community  nursing  care,  contract  hospitalization,  subsidies  to 
state  veterans  homes,  CHAMPVA,  education  and  training,  and  miscellaneous 
benefits  and  services. 


SOURCE:     Budget  Office,  DM&S 
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Only  a  small  fraction  of  the  VA  budget  is  spent  for  care  provided 
outside  the  VA  hospital  system.     In  fiscal  year  1976,  VA  medical-care 
expenditures  were  $3,844  million,  18.7%  higher  than  the  previous  year's 
expenditures.    About  6.62  of  the  total — $253  million — was  spent  for 
care  provided  by  non-VA  providers  in  non-VA  facilities;  202  of  this 
sum  was  for  dental  care. 

The  largest  portion  of  the  operating  budget  is  spent  on  personal 
services  (i.e.,  salaries  and  wages).     Of  the  expenditures  for  inpatient 
hospital  care,  802  is  for  personal  services;  of  those  for  outpatient 
medical  care  (including  exams),  59%.     Overall  staff  costs  account  for 
73.5%  of  the  operating  funds  spent  in  providing  care  to  VA  patients 
in  VA  facilities  in  fiscal  year  1976. 

Medical  Facility  Construction 

VA  medical  facility  construction  appropriations  from  1965  through 
1977  totaled  over  $2  billion,  of  which  $1.1  billion  was  appropriated 
in  fiscal  years  1975,  1976,  and  1977.     The  medical  facility  construction 
appropriation  request  for  fiscal  year  1978  is  $479  million.  There 
has  been  a  dramatic  increase  in  the  funding  of  VA  hospital  construction 
and  modernization  in  the  last  few  years  (see  Chapter  4). 

Most  of  the  construction  funds  have  been  committed  to  replacement 
and  relocation  of  general  hospitals,  although  some  emphasis  also  has 
been  placed  on  modernization  and  air  conditioning.  Nursing-home 
construction  has  received  little  money. 

Budgeting  Procedures 

Fiscal  year  1977  appropriations  for  the  Department  of  Medicine 
and  Surgery  are  shown  in  Table  3-3,  and  the  programs  covered  by  the 
medical-care  appropriation,  which  constitutes  87%  of  the  total,  are 
shown  in  Figure  3-1 . 

The  major  determinant  of  the  budget's  size  and  character  is  the 
number  of  operating  beds.     These  are  controlled  by  the  Congress. 

The  process  of  developing  a  budget  for  the  Department  of  Medicine 
and  Surgery  (DM&S)  starts  about  21  months  in  advance  of  the  fiscal 
year,  which  now  begins  on  October  1  .  1_/      It  is  a  complex,  iterative 
process  involving  all  operational  units  in  the  organization.     The  6teps 
are  shown  schematically  in  Figure  3-2. 
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TABLE  3-3 

FY  1977  Appropriations*  for  VA  Department  of  Medicine  and  Surgery 
Category  Appropriation,  thousands  of  dollars 


Medical  care  A, 218,032 

Medical  and  prosthetic  research  101,633 

Medical  administration  and  miscellaneous  operating  expenses  39,941 

Assistance  for  health  manpower  training  institutions  35,000 

Grants  to  the  Republic  of  f.he  Philippines  2,100 

Grants  for  construction  of  state  extended-care  facilities  10,000 

Construction  of  medical  facilities  457,000 

Total  4,863,706 


♦Excluding  supplemental  budget  requests  to  cover  pay  raises. 
SOURCE:     FY  1978  Budget  of  the  United  States 

FIGURE  3-1.     Fiscal  Year  1977  Estimated  Medical-Care  Appropriation* 


SOURCE:    VA  FY  1977  Congressional  budget  presentation 
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The  first  major  step  is  the  preparation  by  the  Budget  Staff  of 
the  DM&S  of  a  preliminary  medical-care  budget  plan  for  review  by  the 
Chief  Medical  Director  (CMD).     Information  supplied  by  the  major 
services  within  the  VA  Central  Office  (VACO),  as  well  as  by  the  field 
stations,  is  used  to  prepare  this  plan. 

The  preliminary  budget  plan  is  based  to  a  large  extent  on  the 
funding  and  activity  of  the  preceding  year.     The  Planning  Service 
of  the  DM&S  develops  systemwide  workload  estimates,  by  type  of  care, 
from  forecasts  submitted  by  the  field  stations.    Unit  costs  are  derived 
from  the  stations'  reports  of  the  estimated  distribution  of  expenses  by 
type  of  care,  as  presented  in  the  Report  of  Medical  Care  Distribution 
Accounts  (RCS  14-4).    Additional  costs  for  new  programs  proposed  by 
various  units  of  the  VACO  are  determined  and  included.     Costs  of 
equipment  and  other  improvements  requested  by  stations  are  submitted 
by  the  Engineering  and  Supply  Services.     Costs  of  proposed  "staffing 
improvements,"  pay  increases,  and  inflation  are  added.    The  resulting 
preliminary  budget  plan  is  reviewed  by  the  Chief  Medical  Director 
and,  after  negotiated  modifications,  approved. 

The  preliminary  budget  plans  for  the  other  major  DM&S  operating 
appropriations — research,  medical  administration  and  miscellaneous 
operating  expenses,  and  construction — are  developed  in  an  analogous 
process  in  which  the  preceding  year's  budget  is  the  point  of  departure 
for  modifications  proposed  to  cover  increases  in  costs  of  continuing 
programs  and  to  cover  proposed  additional  activities. 

The  initial  DM&S  budget  plan  is  then  submitted  to  the  Administrator 
of  the  VA  for  review.    This  takes  place  in  June,  16  months  before  the 
start  of  the  fiscal  year  for  which  the  proposed  budget  i6  drawn.  The 
results  of  the  Administrator's  review  are  then  conveyed  to  the  DM&S 
by  the  Controller's  Office  in  the  form  of  explicit  guidelines  for 
preparation  of  the  budget  plan  to  be  submitted  to  the  Office  of  Manage- 
ment and  Budget  (OMB). 

Review  by  the  OMB  occurs  between  early  October  and  December.  The 
results  are  specific  dollar  allowances  and  policy  statements  to  be 
used  by  the  VA  in  preparing  the  budget  to  be  submitted  to  the  Congress. 

When  the  Congress  has  passed  the  appropriation,  the  DM&S  is  advised 
by  the  Controller  of  any  necessary  adjustments  to  be  made  in  the 
operating  budget  for  the  new  fiscal  year. 

The  central  assumption  at  each  phase  in  the  budget  development 
process  is  that  the  preceding  year's  budget  is  the  starting  point. 
Only  identified  changes  in  requirements  are  separately  estimated  and 
justified.    For  example,  the  fiscal  year  1977  medical-care  appropriation 
request  was  increased  by  $464  million  (12%)  over  the  1976  amount; 
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of  this  increase,  approximately  22?  was  associated  with  projected 
workload  increases,  102  with  "staffing  improvements,"  92  with  increased 
requirements  for  equipment  and  minor  improvements,  251  with  payroll 
increases,  322  with  "uncontrollable"  cost  increases  (e.g.,  food, 
electricity,  fuel,  and  medical  supplies),  and  2%  with  annualization  of 
specialized  medical  services  and  other  program  improvements  that 
were  funded  for  only  a  part  of  the  previous  year. 

The  field  station  interactions  with  the  VACO  during  the  budget 
development  process  are  shown  schematically  in  Figure  3-3.    A  brief 
review  of  the  specifics  of  these  interactions  is  essential  to  an 
understanding  of  how  the  budgeting  process  influences  the  allocation 
of  resources  within  the  VA. 

In  February,  each  station  receives  from  the  DM&S  Budget  Staff  a 
target  allowance  for  the  coming  fiscal  year.     This  allowance  is  derived 
from  the  DM&S  appropriation  request  in  the  President's  budget  submitted 
to  the  Congress  in  January.     The  target  allowance  specifies  the  workload 
to  be  supported  at  the  station  and  the  dollar  amounts  allocated  to 
two  categories  of  costs:  recurring  and  nonrecurring.     It  also  specifies 
a  personnel  ceiling,  which  may  not  be  exceeded  on  the  last  day  of 
the  budget  year. 

The  assignment  of  target  workloads  depends,  first,  on  the  system- 
wide  workloads  established  by  the  OMB-approved  budget  plan  (either 
directly  or  by  implication)  and,  second,  on  the  relation  between  the 
stations'  actual  workloads  and  those  specified  in  their  budget  plans 
for  the  preceding  year.     The  adjustment  is  made  without  reference  to 
the  type  of  workload  (e.g.,  medical,  surgical,  etc.).     Stations  that 
operate  consistently  above  planned  workloads  will  be  assigned  additional 
workloads,  and  the  assignments  of  those  consistently  below  will  be 
lowered.     These  adjustments  are  constrained  by  the  systemwide  workload 
ceiling  and  the  workloads  that  must  be  assigned  to  new  facilities. 

The  field  station  is  then  required  to  prepare  two  sets  of  docu- 
ments at  roughly  the  same  time:  a  Budget  Review  and  Forecast  form 
that  gives  workload,  employment,  and  recurring  funds  estimates  for 
three  fiscal  years — the  current  year,  the  budget  year  (for  which  the 
target  allowance  has  just  been  received),  and  the  forecast  year  (the 
year  after  the  budget  year);  and  an  annual  budget  plan  that  specifies 
in  considerable  detail  the  distribution  among  the  station's  programs 
of  the  target  allowance  workloads  and  funds  for  the  budget  year. 

Tne  Budget  Review  and  Forecast  form  must  be  submitted  to  the  Central 
Office  witnin  10  days  of  the  receipt  of  the  target  allowance.  Current 
year  figures  are  projections  of  workloads  and  actual  expenditures 
to  the  end  of  the  current  year,  those  for  the  budget  year  reflect 
the  target  allowance,  and  those  for  the  forecast  year  are  the  station 
director's  best  estimate  of  requirements  for  that  year.     The  instructions 
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for  filling  out  the  form  do  not  include  any  guidelines  for  making 
the  forecast  year  estimates,  although  justification  is  required 
for  changes  in  forecast  workloads.    District  budget  hearings  are 
held  to  discuss  and  modify  the  forecasts.    The  stations'  forecasts 
are  used  by  the  VA  Central  Office  to  derive  an  estimate  of  systemwide 
workload  and  estimated  budget  requirements. 

The  station's  annual  budget  plan,  which  is  submitted  at  about  the 
same  time  as  the  modified  forecast,  is  a  detailed  document.  Inpatient 
workload  is  distributed  by  month  for  the  budget  year.    Average  daily 
census,  occupancy,  number  of  patients  treated,  turnover  rate,  and 
numbers  of  admissions  and  discharges  for  each  bed  section  are  specified 
Outpatient  visits  by  type  are  distributed  by  month.     The  average  daily 
patient  census  and  total  number  of  outpatient  visits  must  agree  with 
those  in  the  target  allowance,  but  the  distributions  by  program 
and  by  month  are  left  to  the  station  director.     Monthly  employment 
is  shown  by  type  of  employee,  as  well  as  by  bed  section.  Quarterly 
cumulative  payroll  costs  are  shown  by  type  of  employee  and  type  of 
expense.     Total  costs  are  shown  cumulatively  by  quarter  for  major  cost 
centers  (e.g.,  direct  medical  care,  VA  facilities,  administration,  and 
equipment)  and  for  object  classes  (e.g.,  travel,  food,  and  supplies). 
The  distribution  of  annual  costs  between  VA  and  non-VA  care  categories 
and  support  activities  is  given,  and  per  diem  costs  are  calculated. 

In  developing  the  planned  distribution  of  recurring  funds  for  the 
budget  year,  the  stations  first  plan  proper  funding  for  items  other 
than  personal  services.     Thus,  any  recurring  fund  deficiencies  in 
the  target  allowance  are  included  in  the  plan  for  personal  services. 
With  the  annual  budget  plan,  the  stations  may  report  such  deficiencies 
and  explain  their  effects.    The  formats  in  which  the  stations  are 
required  to  present  their  budget  plans  make  those  plans  comparable 
with  the  expense  data  that  will  be  collected  from  the  stations  during 
the  year. 

During  the  fiscal  year,  the  station  budget  plans  are  used  by  the 
Central  Office  to  monitor  each  station's  actual  expenses. 

In  addition,  the  Central  Office  maintains  a  list  of  "unfunded  need 
as  reported  and  kept  up  to  date  by  the  stations.    These  lists  are  used 
for  allocating  additional  funds  when  they  become  available  during 
the  year,  although  there  are  no  explicit  criteria  used  in  making 
the  supplemental  allocations. 

A  station's  annual  budget  plan  also  affects  the  assignment  of  the 
next  year's  target  allowance.    The  Central  Office  assigns  the  station's 
workload  for  the  budget  year  in  the  target  allowance  and  specifies 
how  the  recurring  funds  base  is  to  be  adjusted  for  changes  in  assigned 
workload . 
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Before  the  fiscal  year  1977  target  allowance,  the  adjustment  in 
funding  for  changes  in  assigned  average  daily  inpatient  census  was 
«ade  by  increasing  or  decreesing  the  recurring  fund  base  by  an  amount 
that  was  tied  directly  to  the  assigned  census.     In  1976,  the  amount 
U6ed  to  calculate  the  adjustment  in  funding  was  $1,740  per  365  patient 
days.    This  adjustment  reflects  only  the  amount  required  for  costs 
other  than  personal  services  associated  with  the  change  in  workload. 
For  small  changes  in  workload  personnel  costs  are  disregarded.  The 
adjustment  for  workload  change  takes  account  of  personnel  only  when 
the  workload  change  necessitates  opening  or  closing  a  ward  or  when 
a  change  in  bed  section  designation  is  involved.     Such  a  personnel 
adjustment  is  based  on  staffing  standards  (i.e.,  staffing  ratios) 
for  each  type  of  bed  section. 

In  assigning  the  fiscal  year  1977  target  allowance,  a  slightly 
different  method  was  used  for  the  first  time:    the  number  of  patients 
treated  at  a  station,  as  well  as  the  average  daily  census,  was  used 
in  adjusting  recurring  funds.     (The  number  of  patients  treated  during 
any  period  is  defined  as  the  number  of  patients  discharged  during  the 
period  plus  the  number  of  patients  remaining  in  the  hospital  at  the 
close  of  the  period.)    This  was  an  attempt  to  make  the  dollar  adjustment 
reflect  differences  in  turnover  at  the  different  stations.    The  method 
used  was  to  adjust  census  as  usual  and  then  make  a  second  adjustment 
for  use  solely  in  adjusting  the  funding.     In  making  the  second  adjustment, 
the  annual  budget  plan  was  used  again.     Hospitals  were  divided  into 
12  groups  on  the  basis  of  such  characteristics  as  affiliation  and  number 
of  beds  by  bed  category.     The  ratio  of  the  planned  number  of  patients 
treated  to  the  assigned  average  daily  census  was  determined  from  each 
station's  fiscal  year  1976  budget  plan,  and  an  average  ratio  was 
calculated  for  each  hospital  group.    The  next  step  was  to  determine 
the  actual  ratio  for  each  station  as  reported  for  fiscal  year  1976 
to  date.    Each  station's  assigned  census  was  adjusted  by  the  difference 
between  the  actual  ratio  and  the  average  plan  ratio  for  its  group. 
The  dollar  adjustment  was  then  made  in  the  usual  manner  for  the  net 
changes  in  assigned  census  that  resulted  from  the  two  adjustments, 
although  a  smaller  amount  per  patient  ($780)  in  the  average  daily 
census  was  used.    This  is  a  first  attempt  to  consider  a  factor  other 
than  average  daily  census  in  assigning  the  target  allowance. 

Assignment  of  outpatient  workload  is  based  on  comparison  of  the 
planned  and  reported  total  numbers  of  visits.    The  dollar  adjustment 
for  changes  in  the  assignment  is  a  fixed  amount  per  visit  and  usually 
includes  both  personal-  and  nonper sonal-service  costs.  The  amount  used 
«ost  recently  was  $30  per  visit.     In  assigning  the  fiscal  year  1977 
target  allowances,  however,  the  amount  was  reduced  to  $12  per  visit, 
to  exclude  the  personal-service  costs  (estimated  to  be  602  of  the 
total).    The  personal-service  cost  was  excluded  to  avoid  unduly  penalizing 
stations  whose  outpatient  workloads  fell  below  plan  estimates.  The 
1977  budget  plan  allows  no  increase  in  outpatient  visits,  so  workload 
adjustments  involved  redistribution  among  the  stations. 
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Other  additions  to  recurring  funds  include  "staffing  improvement," 
that  is,  additions  to  staff  not  associated  with  changes  in  bed  section 
designation  or  in  new  specialized  medical  services;  salary  increases; 
"increased  cost  and  usage"  of  supply  and  utility  items;  and  personal- 
service  and  supply  costs  for  operating  new  specialized  medical  services. 

Staffing-improvement  allocations  in  recent  years  have  been  based 
on  the  recommendation  of  a  1974  study  of  the  quality  of  care  in  VA 
hospitals. 2/     The  study  recommended  that  additional  staffing  be  authorized 
at  some  hospitals.    For  both  the  salary  increases  and  "increased  cost 
and  usage"  items,  funds  are  allocated  uniformly  as  a  percentage  increase 
in  these  items  at  each  station. 

No  new  allocations  for  specialized  medical  services  are  included 
in  the  fiscal  year  1977  budget .     In  past  years,  however,  these  were  siza- 
ble items  for  some  hospitals.    About  $500  million  of  the  total  $4  billion 
medical-care  appropriation  was  for  operation  of  specialized  medical 
services.     The  VA  Central  Office  allocated  new  specialized  medical  services 
among  hospitals  largely  on  the  basis  of  the  judgments  of  the  Central 
Office  professional  staffs.     These  allocations  were  subsequently 
incorporated  in  the  regular  allotment  to  the  hospitals. 

In  the  course  of  its  inquiries,  the  Committee  has  found  that  the 
incentives  implicit  in  the  process  described  above  have  powerful  effects 
on  the  following  aspects  of  management  in  the  VA  system: 

•  The  behavior  of  hospitals  in  admitting,  retaining,  and  discharg- 
ing patients.     The  budgetary  process  appears  to  suggest  to  the  hospital 
director  that  he  should  maintain  the  planned  patient  census  or  risk  losing 
funds.     Although  hospitals  cannot  increase  the  number  of  veterans  who 
apply  for  care,  they  can  control  admission  rates  and  length  of  stay.  The 
findings  in  Chapter  8 — showing  the  systematic  correlations  among 
applications  per  bed  per  year,  proportion  of  applicants  admitted, 

and  length  of  stay — constitute  strong  evidence  that  VA  hospital 
directors  respond  to  this  incentive. 

•  The  allocation  of  beds  among  different  types  of  bed  sections. 
Because  staffing  is  based  primarily  on  a  formula  involving  the  number 
of  beds  in  each  type  of  bed  section  and  on  the  type  of  hospital 
(general  or  psychiatric),  there  are  incentives  to  classify  beds 

in  the  categories  that  have  the  highest  staff-to-bed  ratios  and 
to  convert  psychiatric  hospitals  to  general  hospitals. 

•  The  quality  of  the  data  provided  to  the  VA's  management 
information  system.     The  data  are  supplied  by  the  hospitals,  and 
there  are  no  systematic  reliability  checks.     Because  many  of  the  data 
items  are  used  to  affect  resource  allocations  to  the  hospitals, 
there  is  the  possibility  of  self-serving  adjustments  of  some  of 

the  data. 
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•    The  purchase  of  services  from  non-VA  providers.     Because  VA 
payment  for  services  obtained  in  the  community  comes  out  of  the 
individual  VA  hospital's  own  budget,  there  is  good  reason  to  try 
to  keep  a  patient  within  the  VA  system. 

Summary  of  Findings 

VA  health-care  expenditures  are  about  10%  of  total  federal  health 
expenditures  and  are  continuing  to  grow  at  a  rate  that  is  greater  than 
the  growth  rate  of  national  health  expenditures  because  of  the  VA's 
emphasis  on  institutional  services.    The  appropriations  for  medical 
facility  construction  are  especially  large— -$1.1  billion  was  appro- 
priated in  fiscal  years  1975-1977,  and  $479  million  was  requested  for 
fiscal  year  1978,  making  a  total  of  over  $1.6  billion  for  construction 
in  a  4-year  period.    Most  of  the  funds  are  for  hospital  beds. 

However,  between  1965  and  1975,  the  proportion  of  the  budget  devoted 
to  hospital  care  declined  from  80.7%  to  62.6%,  while  other  services 
increased  their  share  substantially.     Nursing-home  and  domiciliary 
care,  accounting  for  15%  of  the  system's  total  beds,  increased  their 
share  by  over  50%,  but  they  are  still  only  4.8%  of  the  total  budget. 

Staff  (which  accounts  for  over  70%  of  the  operating  budget)  is 
allocated  by  means  of  a  staff-to-census  ratio  applied  to  each  type 
of  bed  section.     The  staffing  authorized  for  surgical  beds  and  medical 
beds  is  higher  than  that  for  psychiatric  beds  or  extended-care  beds. 

The  main  workload  indicator  used  to  adjust  funds  for  supplies, 
etc. ;  is  average  daily  patient  census.     This  is  an  inadequate  workload 
indicator,  in  that  hospitals  differ  in  patient  mix.  The  busy  hospitals 
use  far  more  supplies  than  the  less  busy  ones.    Although  the  VA 
recognized  the  problem — as  evidenced  by  its  first  attempt  to  use 
the  number  of  patients  treated,  as  well  as  patient  census,  in  making 
adjustments  to  the  1977  recurring  funds — the  change  in  procedure 
remains  inadequate,  because  the  new  method  makes  adjustments  only 
among  hospitals  within  each  of  12  groups  and  does  not  take  into  account 
differences  among  groups.    The  differences  among  groups  may  be  greater 
than  the  differences  within  groups. 

In  developing  the  recurring  costs  for  the  budget  and  in  making  the 
target  allowances  for  each  facility,  the  Central  Office  used  average 
unit  costs  based  on  the  information  in  the  Medical  Care  Distribution 
Accounts  (RCS  14-4,  the  inadequacies  of  which  are  discussed  in  Chapter 
6).     Using  average-cost  figures  for  developing  the  total  budget 
is  probably  reasonable.    However,  using  systemwide  average-cost 
factors  for  making  individual  target  allowances  can  lead  to  inequities: 
it  can  penalize  the  high-cost  hospitals  and  treat  the  low-cost  hospitals 
toe  generously. 
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The  workload  indicators  used  in  making  allocations  among  hospitals 
are  '"objective"  criteria.  But  some  important  allocation  decisions  seem 
to  rest  more  on  implicit  judgments  than  on  explicit  criteria;  these 
include  decisions  on  how  to  distribute  funds  available  at  the  end 
of  the  fiscal  year  to  meet  the  "unfunded  needs"  of  hospitals,  which 
hospitals  should  receive  specialized  medical  services,  how  contruction 
and  remodeling  funds  should  be  distributed,  "staffing  imporvement" 
allocations,  and  budget-year  workload  assignments. 
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CHAPTER  4.  FACILITIES 


The  Committee  examined  two  major  questions  concerning  VA  facilities: 
the  compatibility  of  the  current  geographic  and  functional  distribution 
of  VA  patient-care  facilities  with  the  location  of  the  patients  served 
by  the  VA  and  their  health-service  needs,  and  the  appropriateness  of 
VA  construction  program  decisions. 

The  patient-care  programs  and  the  allocation  of  staff  and  other 
resources  in  the  VA  health-care  system  are  heavily  influenced  by  the 
availability  of  facilities  for  patient  care — their  location,  array 
of  services,  and  capacity.     Once  a  hospital  (or  other  major  facility) 
is  constructed,  its  location  and  physical  characteristics  cannot 
be  changed  easily.    More  appropriately  placed  facilities  may  be  built, 
but  existing  facilities  are  seldom  closed,  although  their  operating 
capacity  may  be  reduced  and  their  programs  changed  to  some  extent. 

The  VA's  hospital  construction  program  was  initiated  over  50  years 
ago,  soon  after  the  hospital  system  was  established.     Many  of  the  original 
buildings  and  sites  were  transferred  to  the  VA  from  other  federal 
agencies.     Some  are  still  in  use.     Another  surge  of  construction  activity 
occurred  after  World  War  II:  66  new  hospitals  were  built  and  six  hospitals 
replaced  or  relocated  between  1945  and  1966.     Since  then,  all  hospital 
construction  has  been  only  for  "replacement  or  relocation"  purposes 
and  the  rate  has  slowed  until  1975;  19  hospitals  were  constructed 
between  1966  and  1975.     But  there  has  been  a  sharp  increase  in  hospital 
construction  appropriations  beginning  in  1975.     Over  $1  billion  was 
appropriated  in  fiscal  years  1975-1977,  and  $479  million  was  requested 
for  fiscal  year  1978.    Most  of  the  funds  are  for  hospital  beds. 


Number  of  Beds 

In  1946,  the  VA  was  operating  87,379  hospital  beds,  allocated  as 
follows : 


Hospit  al s 


General  medical  and  surgical 
Tuberculosis 

Neurologic  and  psychiatric 


25,951 
8,622 
52,806 
87,379 


Total 
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The  number  of  operating  beds  increased  steadily  over  the  next  12 
years,  reaching  a  peak  of  121,201  in  1958;  the  total  remained  at  approxi 
mately  120,000  until  1965.     In  1963,  the  VA  beds  were  reclassified  into 
medical,  surgical,  and  psychiatric,  with  medical  including  tuberculosis 
and  neurologic  beds.     In  1965,  beds  for  the  major  services  were  assigned 
as  follows: 

Medical  41,160 
Surgical  20,124 
Psychiatric  59,020 
Total  120,304 


After  1965,  new  hospital  construction  was  restricted  to  relocation 
or  replacement.    Although  19  hospitals  with  12,491  beds  were  constructed 
from  September  1965  to  March  1975,  the  number  of  operating  beds  declined 
steadily,  with  closures  more  than  offsetting  additions.     In  May  1976, 
the  operating  beds  were  distributed  as  follows: 


Medical 
Surgical 
Psychiatric 
Total 


44,879 
19,860 
29,738 
94,477 


The  medical  beds  include  9,631  intermediate-care  1_/  beds,  1,390  beds 
in  spinal-cord-injury  units,  2,668  in  neurology  units,  1,071  in 
rehabilitation-medicine  units,  and  70  in  blind-rehabilitation  units. 
Thus,  only  30,049  beds  are  for  acute  medical  patients. 

The  decline  in  total  operating  beds  began  when  the  veteran 
population  was  still  growing.     Thus,  the  number  of  hospital  beds  per 
thousand  veterans  decreased  from  5.46  in  1963  to  3.22  in  1975,  including 
psychiatric  beds.     Excluding  psychiatric  beds,  the  1975  ratio  was 
2.21  beds  per  thousand  veterans.     (The  number  of  nonfederal  short-term 
general-hospital  beds  in  the  United  States,  excluding  all  but  a  very 
small  proportion  of  psychiatric  beds,  is  4.4  per  thousand  persons. 
The  Institute  of  Medicine  of  the  National  Academy  of  Sciences  considers 
this  number  to  be  too  high  and  has  recommended  that  steps  be  taken 
to  reduce  hospital  beds  to  a  national  average  of  4.0  per  thousand 
in  5  years,  and  well  below  that  in  the  years  to  follow. 2/) 


Size  of  Hospitals 

The  average  size  of  VA  general  hospitals  is  516  beds.    The  average 
size  of  nonfederal  general  hospitals  is  206  beds.    All  VA  psychiatric 
hospitals  have  more  than  300  beds;  24  of  the  30  have  more  than  600 
and  account  for  89%  of  the  beds.     The  proportion  of  psychiatric  hospital 
is  higher  in  the  VA  system  (18%)  than  among  non-VA  hospitals  (7%), 
but  the  proportion  of  psychiatric  beds  is  approximately  the  same: 
23%  in  the  VA  and  25%  for  the  rest  of  the  country.     The  distribution 
of  VA  hospitals  by  size  is  shown  in  Table  4-1. 
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TABLE  4-1 

Bed  Distribution  by  Size  and  Type  of  VA  Hospital 


General  Psychiatric 


Size  of 
Hospital 

Hospitals 

Hospitals 

Total 

No. 

Beds 

No. 

Beds 

No. 

Beds 

Under  300  beds 

48 

8,663 

0 

0 

48 

8,663 

300-600  beds 

49 

21,756 

6 

2,437 

55 

24,193 

Over  600  beds 

44 

42,287 

24 

19,102 

68 

61,389 

Total 

141 

72,706 

30 

21,539 

171 

94,245 

SOURCE:     VA  Annual  Report,  1975 


Age  and  Condition  of  Facilities 

VA  hospitals  vary  in  age,  basic  design,  and  condition.     The  age 
of  a  building  does  not  necessarily  indicate  how  satisfactory  it  is  as 
a  hospital — design  features  incorporated  either  initially  or  through 
remodeling  may  well  be  more  important  than  the  building's  age.  Patient 
privacy  and  air  conditioning,  for  example,  can  be  incorporated  through 
remodeling  in  some  cases.     But  former  military  hospitals,  consisting 
of  many  single-  or  two-story  buildings  with  very  long  corridors, 
have  basic  design  defects  that  cannot  be  eliminated.  In  recent  years, 
the  VA  has  been  concentrating  in  its  construction  program  on  replacing 
older  hospitals  of  unsatisfactory  design  with  modern  hospitals. 

The  age  distribution  of  the  hospitals  and  the  distribution  of  beds 
by  hospital  age  are  shown  in  Table  4-2.     Three-fifths  of  the  beds 
are  less  than  30  years  old. 

TABLE  4-2 

Age  Distribution  of  VA  Hospitals,  1975 


General  Psychiatric  Total 

Hospitals  Hospitals  Hospitals 


%  of 

X  of 

%  of 

Age  of  Hospital 

No. 

beds 

No. 

beds 

No. 

beds 

Under  10  years 

18 

15 

0 

0 

18 

11 

10-19  years 

11 

11 

4 

21 

15 

14 

20-29  years 

63 

40 

6 

21 

69 

34 

Over  29  years 

49 

34 

20 

58 

69 

41 

Total 

141 

100 

30 

100 

171 

100 

SOURCE:     VA  Central  Office  construction  records 
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Geographic  Distribution 

The  VA  operates  3%  of  the  hospitals  with  7%  of  the  hospital  beds 
in  the  United  States.    There  are  VA  hospitals  in  all  states  except 
Alaska  and  Hawaii,  and  one  in  Puerto  Rico.     VA  hospitals  are  concentrated 
in  the  Standard  Metropolitan  Statistical  Areas  (SMSAs):     74%  of  the 
hospitals  and  802  of  the  beds  are  in  SMSAs  ,J3/    By  contrast,  only 
502  of  non-VA  hospitals  and  712  of  non-VA  beds  were  in  SMSAs  in  1973. 
Many  of  the  small  VA  hospitals  are  in  rural  areas  outside  the  SMSAs. 
Thus,  although  most  beds  in  both  VA  and  non-VA  hospitals  are  in 
the  SMSAs,  the  non-VA  hospitals  have  as  many  facilities  outside 
the  SMSAs  as  within  SMSAs. 

The  VA  general  hospitals  are  more  concentrated  in  urban  areas  than 
the  VA  psychiatric  hospitals.     Of  the  general  hospitals,  752  (and  83%  of 
the  beds)  are  in  SMSAs;  of  the  psychiatric  hospitals,  65%  (and  72%  of 
the  beds)  are  in  SMSAs.     Of  the  non-VA  general  hospitals,  48%  (and  722 
of  the  beds)  are  in  SMSAs;  of  the  non-VA  psychiatric  hospitals,  77%  (and 
69%  of  the  beds)  are  in  SMSAs.     The  data  are  summarized  in  Table  4-3. 

There  is  no  VA  hospital  in  168  of  the  265  SMSAs  in  the  United 
States.     Approximately  76.7%  of  all  veterans  reside  in  SMSAs,  including 
22.62  in  SMSAs  where  no  VA  facilities  are  available.     There  are  41  VA 
hospitals  (in  28  states)  outside  SMSAs.  Of  these  41,  25  are  in  counties 
that  are  contiguous  to  SMSAs.     Thus,   142  VA  hospitals  are  either  in  an 
SMSA  or  in  a  county  that  is  contiguous  to  one.    Only  2.1%  of  VA  beds  (in 
three  VA  hospitals)  are  in  designated  medically  underserved  areas. 4/ 


TABLE  4-3 

VA  and  Non-VA  Hospital  Placement  in 
Standard  Metropolitan  Service  Areas  (SMSAs),  1973 

 General    Psychiatric   

Hospitals               Beds               Hospitals  Beds 
Location  No_.  %  No_.  2  No .       2  No .  2 

In  SMSAs: 

VA  100        75        59,862      83         17        65      18,808  72 

Non-VA  2,806       48      671,298      72       333        77    211,487  69 

Outside  SMSAs: 

VA  33        25        12,723      17  9        35        7,313  28 

Non-VA  3,094        52      260,215      28         97        23      93,390  31 


SOURCE:    American  Hospital  Association  1973  Survey 
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The  VA  has  established  "primary  service  areas"  for  each  hospital 
or,  in  10  instances,  for  groups  of  hospitals.     Each  primary  service 
area  covers  a  group  of  counties  (often  in  more  than  one  state)  that 
constitute  the  geographic  area  that  the  hospital  or  group  of  hospitals 
is  expected  to  serve.     There  are  119  primary  service  areas.     The  number 
of  VA  hospital  beds  per  1,000  veterans  in  the  primary  service  areas 
varies  from  less  than  1  to  more  than  15;  the  average  is  3.22. 

An  available  indicator  of  the  appropriateness  of  the  location  of 
a  hospital  (and,  therefore,  of  the  geographic  distribution  of  all  the 
hospitals  in  the  system)  is  the  demand  for  service  experienced  by  the 
hospital  and  the  amount  of  service  actually  provided.     Although  this 
indicator  is  also  affected  by  many  other  factors,  such  as  the  attrac- 
tiveness of  the  hospital  to  veterans  and  the  accessibility  of  non-VA 
facilities,  it  nevertheless  provides  some  insights  into  the  distribution 
problem.    Among  the  VA's  general  hospitals,  the  range  in  the  number 
of  applications  per  bed  per  year  is  5-95.     The  distribution  is  shown 
in  Table  4-4. 


TABLE  4-4 

Annual  Applications  For  Care  of  Any  Type  at  VA  General  Hospitals,*  1975 


Total 

Total  No. 

Ave.  No. 

Applications/ 

No. 

Applications 

Acute 

Applicati 

Bed/Year 

Hospital s 

( thousands ) 

Beds 

Bed/Yr 

Less  than  11 

9 

43.5 

5,529 

8 

11  to  20 

23 

211.8 

12,443 

17 

21  to  30 

39 

444.0 

16,685 

27 

31  to  40 

32 

490.3 

13,599 

36 

41  to  50 

20 

372.6 

8,495 

44 

51  to  60 

8 

243.3 

4,471 

54 

61  to  70 

2 

49.2 

758 

65 

More  than  70 

 2 

111.4 

1,194 

93 

Total 

135 

1,966.1 

63,174 

31 

♦Excludes  six  psychiatric  hospitals  designated  as  general  hospitals 
in  1975,  because  they  are  still  mainly  psychiatric. 

SOURCE:     VA  Summary  of  Medical  Programs,  Preliminary,  June  1975 


The  VA  offers  primarily  a  self-referral  medical-care  system,  so  the 
"applications  for  care"  are  applications  by  veterans  who  walk  into  a  VA 
hospital  because  they  believe  that  they  need  medical  attention — not 
necessarily  inpatient  care.     Only  a  small  fraction  of  those  who  apply 
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can  be  expected  to  require  inpatient  care.    But  the  number  of 
applications  received  by  a  hospital  per  unit  of  time  is  an  indicator 
of  the  number  of  veterans  in  the  area  who  rely  on  the  VA  for  some 
health  care,  and,  if  the  number  of  applications  per  bed  per  year 
is  low,  there  is  a  strong  indication  either  that  there  are  too  many 
operating  beds  for  the  user  population  or  that  the  hospital  is 
inappropriately  located,  or  both.    Table  4-4  shows  that  over  602 
of  the  applications  for  care  are  directed  to  hospitals  that  receive 
40  or  fewer  applications  per  bed  per  year.    The  average  for  all  general 
hospitals  is  31.    Even  if  a  high  proportion  of  applicants- — e.g.,  one- 
third — required  hospitalization,  this  would  mean  an  average  of  only 
10  patients  per  bed  per  year  for  the  system.     (The  actual  systemvide 
average  for  fiscal  year  1975  was  9.9  patients  treated  per  general- 
hospital  bed.)    The  range  in  the  number  of  patients  treated  per  bed  per 
year  among  general  hospitals  is  large — nearly  fivefold.    At  Tuskegee, 
Alabama,  for  example,  the  number  was  4.9  in  1975;  at  Tampa,  Florida, 
it  was  23.6.  Obviously,  some  hospitals  are  in  areas  with  many  eligible 
veterans  who  seek  health  care  from  the  VA,  and  others  are  not.  (Chapter 
8  discusses  how  the  variation  in  applications  per  bed  per  year  is 
associated  with  differences  in  the  proportion  of  applicants  that 
hospitals  admit  and  in  average  length  of  stay  of  patients  with  similar 
characteristics . ) 

One  thing  is  clear:    whatever  the  reasons  for  placing  the  hospitals 
where  they  are,  many  of  the  hospitals  are  operating  more  acute  beds 
than  are  currently  required. 

VA  decisions  on  the  construction  of  facilities  have  been  made  in 
the  past  without  reference  to  the  availability  of  community  hospitals 
or  to  non-VA  construction  under  way  or  planned.     Since  World  War  II, 
during  the  same  period  in  which  the  VA  undertook  its  major  hospital 
construction  program,  there  has  been  a  tremendous  amount  of  hospital 
construction  all  over  the  United  States.    The  Hill-Burton  program, 
launched  in  1947  and  aided  by  the  great  growth  in  hospital  insurance, 
stimulated  this  development.    Most  areas  of  the  country  now  have  more 
acute  beds  than  are  perceived  to  be  desirable. 5/    This  Committee  found 
that  almost  all  VA  hospitals  are  in  areas  where  the  bed-to-population 
ratio  is  relatively  high  (see  Chapter  17). 

Outpatient  Clinics 

The  VA  was  set  up  as  a  hospital  system,  not  as  a  total  health-care 
system.  Its  facilities  for  ambulatory  care  reflect  this  orientation: 
Bost  are  outpatient  departments  in  hospitals.  In  February  1976,  the  VA 
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listed  the  following  outpatient  clinics: 


VA  hospitals 
Independent  clinics 
Regional  office  clinics 
Domiciliary  clinic 
Satellite  clinics 


171 


7 
3 
1 
32 


Total 


214 


With  so  few  outpatient  clinics,  it  is  obvious  that  many  veterans  who 
use  VA  medical  facilities  live  far  from  the  nearest  one.  The  Committee 
found  that,  among  a  sample  of  outpatients  interviewed  in  VA  clinics, 
only  36%  lived  within  30  minutes  of  the  VA  clinic  that  they  were  using. 
By  contrast,  a  study  of  a- national  sample  of  the  general  public  found 
that  89%  are  able  to  reach  their  usual  source  of  ambulatory  medical 
care  within  30  min.6/     (This  is  discussed  more  fully  in  Chapter  7.) 


The  VA  has  26,973  long-term-care  beds  in  three  kinds  of  extended- 
care  facilities:     7,032  beds  in  85  nursing-home  units,  9,631  beds  in 
56  intermediate-care  units,  and  10,310  beds  in  18  domiciliaries . 
Except  for  one  domiciliary,  all  are  at  the  same  stations  (sometimes 
in  the  same  buildings)  as  VA  hospitals. 

Domiciliary  care  in  the  VA  has  a  statutory  history  dating  back  to 
1866  (see  Chapter  15).     Long-term  nursing  care  is  more  recent:     PL  88-450, 
enacted  in  1964,  gave  the  VA  for  the  first  time  the  authority  to 
operate  nursing-home  beds. 

The  VA  nursing-home  beds  are  in  units  that  range  from  20  to  300 
beds,  with  an  average  of  84. 

The  18  domiciliaries  range  from  72  to  1,165  beds,  with  an  average 
of  567.  The  total  of  10,310  domiciliary  beds  in  May  1976  is  down  from 
the  peak  of  17,949  beds  in  1957. 

Tne  intermediate-care  units  are  simply  hospital  wards  that  have  been 
redesignated  as  intermediate-care  units.  The  average  size  is  171  beds. 

In  all,  the  26,973  extended-care  beds  amount  to  24%  of  the  111,643 
operating  beds  in  VA  facilities. 


Between  1945  and  1965,  the  VA  built  66  new  hospitals  with  a  total 
of  36,390  beds,  replaced  or  relocated  six  hospitals  with  3,140  beds,  and 
constructed  38  additions  to  existing  hospitals  for  a  total  of  11,595  beds. 


Extended-Care  Facilities 


Construction 
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It  also  made  10  conversions — some  military  facilities  to  hospitals, 
and  general  hospitals  to  tuberculosis  hospitals  or  vice  versa.  Some 
psychiatric  beds  also  were  provided  by  conversion. 

Since  1965,  the  VA  either  has  constructed  or  has  begun  to  construct 
facilities  for  15,153  new  beds  for  acute  care,  to  replace  or  relocate 
existing  hospitals.     It  has  authorized  and  partially  funded  the 
construction  of  facilities  for  5,380  additional  hospital  beds  to  be 
provided  within  the  next  few  years. 

Additional  nursing  homes  are  also  being  constructed.     In  1975,  the 
VA  reported  that  of  27  nursing-home  construction  projects  involving 
2,255  beds,  seven  had  been  completed,  10  were  under  construction, 
and  10  had  not  been  started. 

The  VA's  medical-facility  construction  program — emphasizing 
hospital  beds — has  accelerated  sharply  in  the  last  few  years.  In 
the  10  fiscal  years  1965-1974,  a  total  of  $815  million  was  appropriated, 
an  average  of  $81.5  million  per  year.  In  the  next  three  years,  1975- 
1977,  VA  medical  construction  appropriations  totaled  $1.1  billion; 
and  the  President's  budget  request  for  fiscal  year  1978  is  $479  million. 
This  brings  the  1975-1978  annual  average  to  $400  million,  a  4002 
increase  over  1965-1974.     In  May  1976,  the  President  announced  his 
approval  of  plans  to  start  construction  of  seven  replacement  hospitals 
and  one  new  hospital  in  the  next  4  years  at  the  rate  of  two  per  year. 
(The  reasons  for  the  decision  were  not  stated.)    The  fiscal  year  1977 
construction  appropriation  contained  $268  million  to  construct  the 
first  two — at  Bay  Pines,  Florida,  and  Richmond,  Virginia — and  funds 
to  design  the  other  six,  at  Martinsburg,  West  Virginia;  Portland, 
Oregon;  Seattle,  Washington;  Little  Rock,  Arkansas;  Baltimore,  Maryland; 
and  Camden,  New  Jersey.    Funds  to  construct  the  hospitals  at  Martinsburg, 
West  Virginia,  and  Portland,  Oregon,  are  included  in  the  President's 
fiscal  year  1978  budget  request. 

The  hospital  at  Camden,  New  Jersey,  is  a  new  hospital,  not  a 
replacement.     The  other  seven  hospitals  will  replace  existing  VA 
hospitals.     Table  4-5  shows  pertinent  fiscal  year  1976  data  about 
the  hospitals  to  be  replaced. 

Average  data  on  all  general  hospitals  in  the  VA  system  in  fiscal 
year  1976  are  as  follows: 


Applications  per  bed  per  year 

Average  length  of  stay 

Average  daily  occupancy  rate  (all  beds) 


29 

21  days 
79.72 
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TASLE  4-5. 

FY  1976  Data  on  Seven  VA  Hospitals  to  be  Replaced 
Applications         Ave.  Ave.  Daily 


Location 

for  Any  Care 
per  Acute  Bed 
per  year 

J-engtn 
of  Stay^_ 
days 

Occupancy 

Rate 
vail  oecs ; 

MO . 

Operat  ing 
beds 

Bay  Pines ,  Florida 

39 

y  2. .  y 

0  /  J 

Richmond,  Virginia 

19 

27 

77.5 

865 

Martinsburg,  West  Virginia  11 

45 

84 .0 

675 

Portland,  Oregon 

38 

12 

81.6 

527 

Seattle,  Washington 

40 

11 

82.3 

310 

Little  Rock,  Arkansas 

15 

27 

82.5 

1,485 

Baltimore,  Maryland 

70 

11 

71. 1 

291 

SOURCE:     VA  Summary  of  Medical  Programs,  June  1976 


It  is  evident  from  Table  4-5  that  three  of  the  hospitals  selected- 
for  replacement — Richmond,  Little  Rock,  and  Martinsburg — currently 
experience  application  pressures  well  below  the  systemwide  average  and 
keep  patients  hospitalized  much  longer.     Three  of  the  hospitals — Portland, 
Seattle,  and  Baltimore — have  above-average  application  pressures  and 
below-average  lengths  of  stay.     (A  fuller  discussion  of  the  data  on 
applications,  admission  rates,  and  length  of  stay  is  contained  in 
Chapter  8. ) 

Summary  of  Findings 

It  is  impossible  to  locate  171  hospitals  to  provide  even  approxi- 
mately equal  access  to  the  veteran  population  which  is  widely  dispersed 
over  the  more  than  3  million  square  miles  of  the  conterminous  United 
States.     Unless  the  VA  system  were  to  be  greatly  expanded,  a  large 
number  of  veterans  would  always  have  to  remain  a  considerably  greater 
distance  from  VA  inpatient  facilities  than  is  desirable  from  the  point 
of  view  of  patient  convenience  and  the  efficient  use  of  hospital 
resources.    An  even  greater  expansion  of  the  system  would  be  required 
to  provide  outpatient  care  on  a  convenient  and  equitable  basis. 

The  volume  of  applications  per  VA  bed  is  quite  low  systemwide.  The 
increasing  accessibility  of  non-VA  beds  has  created  a  situation  in  which 
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many  areas  currently  have  more  VA  short-stay  beds  than  can  be 
effectively  used.  In  spite  of  this  apparent  overbedding,  modernization 
and  replacement  construction  projects  for  short-stay  beds  are  being 
authorized  and  initiated  at  a  relatively  rapid  rate.  The  decisions  to 
modernize  or  replace  short-stay  beds  in  given  geographic  areas  do  not 
give  sufficient  weight  to  the  appropriateness  of  current  VA  bed 
utilization  in  the  areas  and  the  potential  for  appropriate  demand 
in  the  future. 


CHAPTER  5.  HOSPITAL  STAFFING 


The  Committee  explored  three  aspects  of  VA  hospital  staffing:  the 
characteristics  and  attitudes  of  key  professional  staff,  the  quantitative 
and  qualitative  adequacy  of  the  staffing  of  hospitals,  and  whether  some 
techniques  developed  outside  the  VA  for  determining  hospital  staffing 
needs  are  feasible  for  VA  use. 

The  data  on  characteristics  and  attitudes  of  VA  physicians,  nurses, 
psychologists,  and  social  workers  were  obtained  from  a  mail  survey. 
The  adequacy  of  staffing  was  judged  in  two  ways:     for  physicians,  the 
Committee  obtained  the  professional  judgments  of  expert  consultants  who 
visited  a  sample  of  the  hospitals;  for  other  professional  and  support 
6taff,  four  detailed  staffing  studies  were  undertaken  in  a  sample  of 
hospitals.    These  studies  assessed  the  adequacy  of  nursing  staff  in 
relation  to  workload  in  medical  and  surgical  sections,  staffing  of 
psychiatric  units,  staffing  of  dental  clinics,  and  the  adequacy  of 
allied-health,  technical,  and  other  professional  staff  in  the  supporting 
services  of  the  hospitals.     The  potential  usefulness  for  the  VA  of 
the  staffing  assessment  techniques  used  for  these  four  studies  was 
also  evaluated.     (Staffing  of  VA  long-term-care  units  is  not  discussed 
in  this  chapter,  but  is  covered  in  Chapters  14  and  15.) 

Staff  Characteristics  and  Attitudes 

The  VA  reported  that  on  June  30,  1976,  the  Department  of  Medicine 
and  Surgery  (DM&S)  had  approximately  170,000  full-time  and  22,200  part- 
time  employees ._1_/    Of  this  total,  83,900  (442)  were  involved  in  direct 
patient  care.     Table  5-1  summarizes  the  numbers  and  employment  groupings 
in  the  Department  of  Medicine  and  Surgery. 

Except  for  physicians,  almost  all  the  staff  in  patient  care  were 
full-time.     Of  the  physician  staff,  36%  were  full-time  physicians,  21% 
were  part-time  physicians,  and  43%  were  residents  and  interns.  Nursing 
staff  constituted  70%  of  the  direct-patient-care  staff  and  over  30% 
of  all  DM&S  staff.    Registered  nurses  made  up  45%  of  the  nursing  staff. 
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TABLE  5-1 


VA  Department  of  Medicine  and  Surgery  Personnel,   1976,  by  Category 


Category 

No. 
Full-Time 

No. 
Part-Time 

Total 

Physicians 

Residents  and  interns* 
Total  physician  staff 

5,835 
57835 

3,395 
6,854 
10,249 

9  ,230 
6,854 
16,084 

Registered  Nurses 

Licensed  practical  nurses  and  aides 
Total  nursing  staff 

24 ,734 
32,118 
56,852 

1,678 
332 
2,010 

26,412 
32,450 
58,862 

Dentists 

Part-time  dentists  and  residents 
Dental  hygienists  and  assistants 

852 
1 ,055 

253 
15 

852 
253 
1,070 

Total  dental  staff 

1 ,907 

268 

2,175 

Psychologists 

1 ,016 

56 

1 ,072 

Social  workers 

2,557 

72 

2,629 

Therapi  sts 

2,861 

197 

3,058 

Total  health  professionals 

71,028 

12,852 

83,880 

All  others 

98,954 

9,347 

108,301 

Total  personnel 

169,982 

22,199 

192,181 

♦Residents  and  interns  are  classified  as  part-time  by  the  VA. 
SOURCE:     VA  Quarterly  Report,  RCS  MPO-6 ,  June  30,  1976 
Physicians 

The  physicians  employed  by  the  VA — when  full-time,  part-time,  and 
resident  physicians  are  aggregated — are  similar  to  all  U.S.  physicians 
in  age  distribution  and  in  the  proportions  that  are  male,  board-certified, 
and  foreign  medical  graduates.  The  data  are  summarized  in  Table  5-2. 

There  are,  however,  distinct  differences  between  the  VA's  full-time 
and  part-time  staff  physicians  in  each  of  these  characteristics.  The 
full-time  physicians  are  older  than  the  part-time  staff  physicians  and 
include  a  higher  proportion  of  women,  a  lower  proportion  of  board- 
certified  specialists,  and  about  tvice  as  many  foreign  medical  graduates. 
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TABLE  5-2 

Characteristics  of  all  U.S.  and  VA  Physicians,  1973 

Fraction  of      Fraction  of 
Characteristic  Al  1  U .  S  .  ,  I      All  VA ,  X 


Age,  years:     less  than  40  39.4  39.7 

40-59  41.0  43.7 

60+  19.6  16.2 

Sex:     Male  91.7  89.2 

Female  8.3  10.8 

Board-certified  38.8  38.1 

Foreign  medicaf  graduate  22.3  24.3 


SOURCE:     Distribution  of  Physicians  in  the  U.S.,  1973, 
American  Medical  Association 


TABLE  5-3 

Fraction  of  VA  Physicians*  Who  Are  Board-Certified, 
by  Service  and  Hospital  Type,  1975 


Service  and  Fraction  Board-Certified,  % 


Hospital  Type 

Full 

-Time 

Part 

-Time 

Total 

Medical  service 

Psychiatric 

31. 

5 

66. 

7 

35.9 

General 

65. 

3 

79. 

3 

69.9 

Total 

61 . 

7 

78. 

8 

66.7 

Surgical  service 

Psychiatric 

70. 

0 

61. 

1 

65.8 

General 

69. 

8 

85. 

8 

78.8 

Total 

69. 

8 

84. 

4 

77.9 

Psychiatric  service 

Psychiatric 

28. 

0 

51. 

6 

33.3 

General 

45. 

2 

57. 

5 

50.5 

Total 

38. 

5 

56 

5 

45.4 

All  other  services 

Psychiatric 

31. 

6 

50 

0 

34.7 

General 

52. 

6 

73 

6 

58.6 

Total 

49. 

6 

71 

7 

55.6 

All  services 

Psychiatric 

33 

1 

55 

0 

37.8 

General 

58. 

2 

76 

2 

65.0 

Total 

54 

1 

74 

5 

61.8 

♦Excludes  service  chiefs  (77%  of  whom  are  certified)  and 
residents . 

SOURCE:     NAS  survey  of  VA  physicians 
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The  proportions  of  VA  physicians  with  specialty-board  certificates 
in  each  of  the  major  clinical  services  and  in  each  of  the  types  of 
hospitals  are  6hown  in  Table  5-3. 

Except  for  the  surgical  service,  the  psychiatric  hospitals  have  a 
much  smaller  proportion  of  full-time  physicians  who  are  certified 
than  do  the  general  hospitals.    Note  also  that  a  higher  proportion 
of  the  part-time  staff  is  certified  than  of  the  full-time  staff. 

Table  5-4  shows  the  proportion  of  foreign  medical  graduates  found 
in  the  major  clinical  services  in  each  type  of  hospital.    Among  full- 
time  physicians,  the  proportion  of  foreign  medical  graduates  is  31%, 
with  psychiatric  hospitals  generally  having  higher  proportions  of 
foreign  medical  graduates  than  general  hospitals. 

TABLE  5-4 

Fraction  of  VA  Physicians*  Who  are  Foreign  Medical  Graduates, 
by  Service  and  Hospital  Type,  1975 

Foreign-Medical-Graduate  Fraction,  % 
Service  and  Hospital  Type  Residents    Full-Time        Part-Time  Total 


Medical  service 


Psychiatric  hospitals 

3.8 

46.3 

11.1 

30.4 

General  hospitals 

9.7 

26.6 

15.3 

16.3 

Total 

9.4 

28.7 

15.2 

17.1 

Surgical  service 

Psychiatric  hospitals 

0.0 

52.6 

16.7 

24.5 

General  hospitals 

10.1 

37.2 

15.9 

17.1 

Total 

9.7 

38.7 

15.8 

17.4 

Psychiatric  service 

Psychiatric  hospitals 

17.6 

28.6 

12.9 

24.0 

General  hospitals 

23.7 

32.9 

13.1 

23.3 

Total 

22.7 

31.2 

13.0 

23.4 

All  other  services 

Psychiatric  hospitals 

16.7 

35.0 

21.7 

29.9 

General  hospitals 

24.8 

30.2 

19.5 

26.4 

Total 

24.1 

31.0 

19.6 

26.8 

All  services 

Psychiatric  hospitals 

9.5 

36.2 

16.0 

27.3 

General  hospitals 

13.6 

30.2 

16.2 

20.1 

Total 

13.4 

31.2 

16.1 

20.9 

♦Does  not  include  service  chiefs 


SOURCE:     NAS  survey  of  VA  physicians 
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Foreign  medical  graduates  have  a  substantial  role  in  staffing  VA 
hospitals,  making  up  one-fifth  of  all  physicians  and  about  one-third 
of  all  full-time  physicians.  Foreign  medical  graduates  are  a  larger 
proportion  of  full-time  than  of  part-time  physicians,  of  psychiatrists 
than  of  physicians  in  the  medical  and  surgical  services,  and  of  physicians 
in  psychiatric  hospitals  than  in  other  hospitals. 

More  than  half  the  full-time  staff  physicians,  85%  of  the  part-time 
physicians,  and  65%  of  the  clinical-service  chiefs  had  medical-school 
faculty  appointments.     Table  5-5  summarizes  the  Committee's  survey 
findings  on  VA  physicians'   faculty  appointments. 


TABLE  5-5 

Fraction  of  VA  Physicians  with  Medical-School 
Faculty  Appointments,  1975 


Type  of  Faculty 
Appointment  


Fraction  of  Physicians,  % 

Clinical- 
Service 

Full-Time      Part-Time  Chiefs 


Tenured 

Nontenured 

None 


10.2 
42.7 
47.0 


26.5 
58.9 
14.6 


25.0 
40.0 
3A.9 


SOURCE:     NAS  survey  of  VA  physicians 


When  the  physicians  with  faculty  appointments  were  asked  whether 
they  considered  themselves  primarily  VA  physicians  or  medical-school 
faculty  members,  they  responded  as  summarized  in  Table  5-6. 


TABLE  5-6 

Primary  Primary  Organizational  Affiliation  of  VA  Physicians 
with  Medical-School  Faculty  Appointments,  1975 


Perceived  Primary 
Organizational  Affiliation 


VA 

Medical  school 


Fraction  of  Physicians,  %  

Clinical 
Service 

Full-Time    Part-Time  Chiefs 


84.4  37.3  78.9 

15.6  62.7  21.1 


SOURCE:     NAS  survey  of  VA  physicians 


31-271  O  -  77  -  8 
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Because  residents  and  part-time  staff  physicians  constitute  64%  of 
the  physicians  working  in  the  VA  (see  Table  5-1),  the  distribution 
of  responses  shown  in  Table  5-6  underlines  the  sensitivity  of  affiliation 
arrangements  between  medical  schools  and  VA  hospitals. 

In  the  Committee's  6urvey  of  VA  physicians,  an  effort  was  made  to 
learn  how  physicians  viewed  the  VA  as  a  place  to  work  and  to  identify 
factors  underlying  these  perceptions.    All  respondents  were  asked 
whether  if  they  would  recommend  the  VA  as  a  place  of  employment  to 
young  professionals  in  their  field.    About  two-thirds  each  of  the 
resident,  part-time  staff,  and  full-time  staff  physicians  and  less 
than  three-fourths  of  the  clinical-service  chiefs  said  that  they  would. 
The  factors  underlying  feelings  of  dissatisfaction  are  suggested  by  the 
data  in  Table  5-7,  which  summarizes  the  responses  of  VA  physicians  when 
they  were  asked  to  compare  the  VA  with  other  medical  settings  on  a  number 
of  specific  job-related  attributes.     It  is  evident  that  salary  is  the  most 
important  source  of  dissatisfaction  for  the  full-time  and  part-time 
physicians,  as  well  as  the  service  chiefs. 


TABLE  5-7 

VA  Physicians'  Evaluations  of  VA  and  Non-VA  Work  Settings 

Fraction  Who  Evaluated  VA  As  Inferior  to  Non-VA,  % 

Clinical- 
Service 


Attribute 

Residents 

Full 

-Time 

Part 

-Time 

Chiefs 

Staff-to-patient  ratio 

36.3 

37 

.2 

32 

.7 

48.9 

Clinical  practice 

30.4 

28 

.9 

39 

.0 

29.6 

Professional  advancement 

36.9 

36 

.0 

44 

.7 

33.6 

Continuing  education 

27.5 

30 

.1 

36 

.1 

31.8 

In-service  education 

33.7 

26 

.9 

29 

.3 

25.7 

Research  opportunities 

30.8 

26 

.2 

23 

.8 

26.1 

Salary  scale 

24.2 

70 

.4 

65 

.6 

77.2 

Fringe  benefits 

11.0 

24 

.6 

25 

.9 

24.3 

SOURCE:  NAS  survey  of  VA  physicians, 

1975 

The  Committee  also  surveyed  former  full-time  VA  physicians  who  had 
left  the  VA  during  fiscal  year  1975.    The  reasons  for  leaving  cited 
most  frequently  by  those  under  the  age  of  55  were  inadequate  salary, 
blocked  professional  advancement,  and  limited  opportunity  for  broad 
practice.     (Those  over  55  also  cited  age  and  health  as  important  reasons.) 

Recent  changes  in  the  salary  ceilings  for  full-time  VA  physicians 
are  not  sufficient  to  remove  salary  as  a  source  of  concern.  Many 
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current,  as  well  as  former,  staff  physicians  complained  in  open-ended 
comments  that  the  salary  increases  were  too  little  and  too  late. 
However,  reasons  ether  than  salary  also  are  important,  and  only  a 
small  number  of  those  who  left  said  that  they  would  have  remained 
if  the  VA  salary  increases  had  been  adequate  for  their  needs. 

Nurses 

As  of  June  1976,  the  VA  employed  24,734  full-time  and  1,678  part- 
time  registered  nurses  and  32,118  full-time  and  332  part-time  licensed 
practical  nurses,  aides,  and  assistants.    Unlike  the  physicians,  almost 
all  nurses  are  full-time.    The  median  age  of  chiefs  of  nursing  services 
is  53.2  years;  of  registered  nurses,  41.9.     Sex  distribution  among  VA 
nurses  differs  from  that  in  the  profession  as  a  whole  only  in  that  a 
higher  percentage  (161)  of  the  chiefs  of  VA  nursing  services  are  male. 

The  nursing  chiefs  evidenced  far  less  overall  dissatisfaction  with 
the  VA  as  a  place  to  work  than  the  clinical-service  chiefs:  97%  said 
that  they  would  recommend  VA  employment  to  a  recent  nursing  graduate. 
Other  registered  nurses  were  less  satisfied  than  the  nursing  chiefs: 
only  72%  said  that  they  would  recommend  VA  employment  to  a  recent 
nursing  graduate.     The  sources  of  dissatisfaction  for  VA  registered 
nurses  differ  somewhat  from  those  for  VA  physicians.  Most  nurses  are 
not  dissatisfied  with  salary  scales.     (The  Committee  found  that  in 
many  areas  of  the  country  VA  nursing  salaries  are  higher  than  those 
usually  paid  in  non-VA  hospitals  in  the  same  region.)     But  they  are 
more  dissatisfied  with  workload.     Two-thirds  of  the  nursing  chiefs  and 
almost  half  the  other  nurses  said  that  the  staff-to-patient  ratios 
in  the  VA  were  inferior  to  those  in  other  hospitals.    More  than  one-third 
thought  that  weekly  work  schedules  were  less  satisfactory  in  VA  than 
in  non-VA  hospitals.     Three-fourths  of  the  nurses  and  four-fifths  of  the 
nursing  chiefs  felt  that  the  quality  of  patient  care  was  satisfactory 
or  very  good  in  most  respects.     When  asked  to  identify  the  subjects 
of  concern  needing  most  improvement,  the  top  three  concerns  of  the 
nursing  chiefs,  as  shown  in  Table  5-8,  were  the  determination  of  staffing 
needs,  quality  assurance,  and  budget  planning.     Other  nurses  were 
concerned  with  determination  of  staffing  needs,  inadequate  opportunities 
for  continuing  education,  and  budget  planning. 

Psychologists  and  Social  Workers 

The  psychologists  and  social  workers  were  slightly  less  negative 
than  the  nurses  as  to  whether  they  would  recommend  VA  employment  to 
a  recent  graduate  in  their  field — about  74%  of  the  psychologists 
and  78%  of  the  social  workers  said  that  they  would.  Salary  scales  were 
not  a  major  source  of  dissatisfaction  for  either  of  these  groups. 
About  one-third  of  the  combined  group  of  psychologists  and  social 
workers  indicated  that  opportunities  for  professional  advancement 
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TABLE  5-8 


Subjects  Selected  as  among  the  Three  Causing  Most  Concern  and 
Needing  Most  Improvement,  by  Type  of  Health  Professional 


Subject 


Fraction  Ranking  Subject  among  Top  Three  Needing  Improvement 

Physicians  

Clinical- 

Resi-  Full-  Part-  Service    Nursing  Psychol-  Social 

dents  Time    Time    Chiefs      Chiefs    Nurses  ogists  Workers 


Eligibility  criteria  26.6  18.0  18.8  13.8  3.6  18.8  16.7  13.7 

Quality  assurance  23.4  14.5  19.9  11.5  45.0  26.5  33.3  31.4 

Budget  planning  28.0  24.0  27.8  33.2  43.6  38.6  23.6  25.5 

Utilization  review  20.3  8.3  16.5  6.4  15.7  11.3  10.1  9.1 


Affiliation  relations 

10 

.7 

17.0 

14.4 

19.9 

11 

.4 

8. 

9 

12.2 

15.0 

Posthospital  care 

29 

,2 

20.9 

19.0 

20.2 

35 

.7 

25. 

1 

44.2 

51.7 

Sharing  agreements 

13 

.7 

11.3 

18.1 

17.0 

7 

.9 

9. 

8 

12.6 

11.5 

Determination  of 

23 

.7 

25.2 

21.6 

32.7 

70 

.0 

63. 

6 

31.0 

30.6 

staffing  needs 

Continuing  education 

21 

.1 

36.4 

20.3 

25.5 

17 

.1 

40. 

3 

32.0 

31.4 

Salary  scales 

22 

2 

60.9 

50.3 

56.5 

12 

.1 

13. 

8 

20.9 

12.3 

Fringe  benefits 

4 

,8 

18.0 

14.4 

12.0 

0 

.7 

5. 

4 

4.3 

4.8 

VA  organization  and 

49 

.7 

34.5 

41.9 

35.0 

30 

.0 

29. 

7 

39.5 

41.3 

administration 


SOURCE:     NAS  survey  of  VA  professional  staff,  1975 


are  not  as  good  in  the  VA  as  in  non-VA  settings.    Table  5-9  summarizes 
their  evaluations  of  the  VA  as  a  place  to  work,  in  comparison  with 
other  medical  settings. 

I 

The  attitudes  of  psychologists  and  social  workers  toward  quality 
of  care,  as  seen  in  the  survey,  differed  noticeably  from  those  of 
physicians  and  nurses — 36%  of  the  psychologists  and  31%  of  the  social 
workers  felt  that  the  overall  quality  of  patient  care  in  their  hospitals 
needed  improvement  in  important  respects.    As  shown  in  Table  5-8,  the 
subjects  they  considered  most  deficient  were  posthospital  care,  VA 
organization  and  administration,  quality  assurance,  and  methods  for 
determining  staffing  needs.    On  the  whole,  the  social  workers  viewed 
the  VA  more  favorably  than  the  psychologists. 
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TABLE  5-9 

VA  Psychologists  and  Social  Workers'  Evaluations  of 
VA  and  Non-VA  Work  Settings 

Fraction  Who  Evaluated  VA 
Inferior  to  Non-VA,  % 


Psychol-  Social 
Attribute  ogists  Workers 


Staff-to-patient  ratio  22.8  18.7 

Work  schedules  15.4  9.8 

Clinical  practice  30.7  20.4 

Professional  advancement  37.5  28.7 

Continuing  education  25.2  21.9 

In-service  education  25.9  22.1 

Research  opportunities  23.3  27.0 

Salary  scales  11.9  3.0 


SOURCE:     NAS  survey  of  VA  professional  staff,  1975 

Staffing  Adequacy 

The  Committee  reviewed  the  various  approaches  developed  in  other 
medical  settings  to  assess  staffing  adequacy  and  staffing  requirements. 
There  is  a  consensus  among  all  professionals  who  have  studied  the 
problem  that  staff-to-patient  ratios  by  themselves  are  inadequate  for 
these  purposes,  because  patients  vary  in  the  amount  of  staff  attention 
they  require,  because  organizational  and  facility  characteristics 
vary,  and  because  various  mixes  of  staff  can  be  used  to  provide  care 
to  a  given  set  of  patients. 

The  VA  has  tended  to  rely  primarily  on  hospital  staffing  ratios  for 
allocating  staff  to  its  hospitals  and  on  the  average  daily  patient 
census  for  measuring  workload.     The  basic  staff-to-patient  ratio  has 
been  approximately  1:1  (one  employee  to  one  patient)  in  psychiatric 
hospitals  and  1.5:1  in  general  hospitals.     In  both  cases,  however,  basic 
staffing  ratios  have  been  augmented  to  provide  additional  personnel 
to  support  specialized  medical  services  and  special  educational  and 
training  programs . 

This  approach  presupposes  that,  except  for  distinctions  between 
general  and  psychiatric  hospitals,  all  patient-days  in  all  hospitals 
are  roughly  equivalent  in  their  demands  on  manpower  resources.  No 
adjustment  or  variation  is  included  for  differences  among  hospitals 
in  patient  composition  and  in  patient-care  requirements.     This  criterion 
for  allocating  staff  obviously  provides  an  incentive  to  maintain 
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a  large  inpatient  census.    Furthermore,  it  does  not  readily  adjust 
hospital  staffing  for  changes  in  the  mix  of  patients,  services  provided, 
qualifications  of  personnel,  or  health-care  technology,  roles,  or 
delivery  methods.    However,  it  is  clear  that  the  VA,  while  allocating 
personnel  primarily  on  the  basis  of  average  daily  census,  has  in  fact 
made  adjustments  to  take  into  account  the  unique  characteristics  of  its 
individual  hospitals.    Even  where  specialized  services  and  training 
programs  appear  to  be  similar,  substantial  variations  from  VA  Central 
Office  guidelines  are  found.    Furthermore,  each  hospital  has  considerable 
leeway  in  distributing  personnel  among  treatment  units. 

Some  quantitative  techniques  for  assessing  nonphysician  staffing 
have  been  developed  and  applied  in  non-VA  medical  institutions.  In 
general,  these  use  patient  assessment  to  determine  workload  require- 
ments in  specific  work  settings  and  to  assess  the  adequacy  of  the 
staff  available  to  handle  the  workload.     The  Committee  was  aware  that 
all  approaches  are  fairly  crude  and  fail  to  deal  with  some  important 
considerations  that  affect  staffing.    Among  the  factors  that  affect 
staff  performance  in  any  organization  are  the  quality  of  leadership 
and  its  effects  on  staff  morale,  motivation,  and  associated  attitudes; 
organizational  and  administrative  arrangements,  which  can  have  an 
important  impact  on  staff  requirements;  and  staff  quality. 

The  Committee  applied  four  separate  quantitative  techniques, 
developed  and  tested  in  non-VA  settings,  to  assess  the  adequacy  of 
numbers  of  nursing  staff  in  medical  and  surgical  sections,  patient-care 
staffing  in  psychiatric  units,  staffing  of  dental  clinics,  and  admini- 
strative, technical,  and  other  professional  staffing. 

For  the  assessment  of  physician  staff,  the  Committee  used  the  peer 
judgment  of  expert  consultants  who  visited  27  VA  hospitals. 


Nursing  Staff  on  Inpatient  Medical  and  Surgical  Units 

About  10  years  ago,  the  VA  embarked  on  an  extensive  effort  to 
assess  the  quantitative  and  qualitative  adequacy  of  its  nursing  staff. 
The  study  2/  used  a  method  that  combined  patient  classification  proce- 
dures to  determine  nursing-care  requirements  with  quality-of-care 
criteria  to  assess  nursing-unit  performance.     This  method  appeared 
to  provide  a  practical  tool  for  setting  nursing-staff  requirements. 
The  study  found  considerable  understaf f ing  in  many  hospitals;  it 
also  found  that  understaf f ing  was  generally  associated  with  deficiences 
in  the  quality  of  nursing  care.     The  results  were  considered  to  justify 
an  increase  of  some  6,000  nursing  positions  over  the  next  3  years. 
Although  the  study  pointed  up  the  need  to  put  in  place  a  continuing 
patient  classification  system  and  the  initial  steps  were  taken  to 
implement  such  a  6ystem,  it  was  never  adopted  for  continuing  use. 
Although  the  VA  nursing-staff  study  was  a  short-term  success — it 
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demonstrated  that  practical  means  were  available  for  setting  and 
monitoring  nursing  staff  requirements,  and  it  resulted  in  significant 
increases  in  nursing  staff  where  needed — the  VA  did  not  adopt  this 
technique  for  continuing  use.     It  reverted  to  its  previous  approach  of 
using  staffing  ratios  based  on  patient  census  and  hospital  type. 

The  Committee  employed  a  subcontractor  3/  who  applied  a  variant  of 
this  general  approach  to  study  nursing  staff  in  the  medical  and  surgical 
services  of  nine  sample  hospitals.     The  sample  had  140  medical  and  surgical 
nursing  units  with  1,972  medical  and  1,130  surgical  beds.     Detailed  data 
were  collected  on  patient  characteristics  to  determine  nursing  needs, 
on  nursing-care  quality  (process  measures),  on  amounts  of  nursing  care 
delivered,  and  on  the  tasks  and  activities  actually  performed  by  the 
nurses.     The  findings  of  the  study  deal  primarily  with  the  quantitative 
adequacy  and  distribution  of  the  nursing  staff. 

Quality  of  Nursing  Care 

The  primary  aim  of  this  study  was  not  quality  assessment ,  but  it 
was  recognized  that  acnievement  of  high  standards  of  nursing  care  requires 
appropriate  staff  resources.     A  comparison  of  rated  quality  of  the  nursing- 
care  process  was  therefore  made  between  the  nine  VA  hospitals  studied  and 
19  non-federal  hospitals  that  the  subcontractor  had  studied  previously 
with  the  same  methods.     Six  aspects  of  the  nursing-care  process  were 
evaluated:     formulation  of  nursing-care  plans,  attendance  to  patients' 
physical  needs,  attendance  to  patients'  nonphysical  needs,  achievement 
of  care  objectives,  following  of  procedures,  and  ward-management, 
clinical,  and  support  activities.     Scores  on  all  six  measures  were 
slightly  higher  for  the  19  private-sector  hospitals  than  for  the  nine 
VA  hospitals.     The  differences  were  greatest  in  formulation  of  care  plans 
and  following  of  procedures;  they  were  smallest  in  attendance  to  non- 
physical  needs  and  management,  clinical,  and  support  activities. 

These  findings  on  the  quality  of  nursing  care  are  consistent  with  the 
overall  judgments  of  the  nursing  consultants  who  participated  in  visits 
to  27  VA  hospitals.     The  consultants  found  that  the  quality  of  care, 
in  view  of  the  nursing  workload,  was  adequate  in  83%  of  the  beds  in 
the  20  general  hospitals  and  in  30%  of  the  beds  in  the  seven  psychiatric 
hospitals.     No  instances  of  outstanding  nursing  quality  were  found 
in  the  27  hospitals  visited. 

Quantitative  Adequacy 

A  measure  of  "required"  nursing  hours  was  constructed  for  each 
acute  medical  and  surgical  nursing  unit  with  the  data  from  the  patient 
assessment  and  the  work  sampling  instruments.     (This  analysis  excluded 
intensive-care,  intermediate-care,  and  spinal-cord-injury  units.) 
The  measures  of  "required"  hours  were  then  compared  with  the  actual 
nursing  hours  available  for  patient  care.     The  results  are  shown  in 
Tables  5-10  and  5-11. 
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TABLE  5-10 

Distribution  of  Nursing  Units  in  Selected  Hospitals, 
by  Adequacy  of  Nursing  Hours  Available 


Hours  Avail- 
able/ Hours  Total 
Required,  Nursing  Units  in  Each  Hospitals  Nursing 


as  X 

A 

c 

D 

E 

G 

H 

I 

Units 

180-189 

o 

o 

o 

o 

o 

o 

o 

0 

170-179 

0 

0 

0 

0 

0 

0 

0 

0 

160-169 

0 

0 

0 

0 

0 

0 

1 

1 

150-159 

o 

o 

o 

o 

o 

o 

1 

140-149 

0 

0 

0 

1 

0 

0 

2 

.3 

130-139 

1 

0 

0 

1 

0 

0 

1 

3 

120-129 

3 

1 

1 

2 

1 

0 

2 

10 

110-119 

1 

0 

0 

2 

3 

1 

0 

7 

100-109 

2 

2 

2 

1 

2 

1 

0 

10 

90-  99 

2 

1 

3 

1 

2 

1 

1 

11 

80-  89 

2 

1 

3 

0 

0 

1 

0 

7 

70-  79 

1 

0 

3 

2 

1 

0 

0 

7 

60-  69 

0 

0 

1 

0 

1 

1 

0 

3 

50-  59 

0 

0 

0 

0 

1 

0 

0 

1 

Total 

12 

5 

13 

10 

12 

5 

7 

64 

SOURCE:     NAS  (Medicus  Systems,  Inc.)  study  of  VA  nursing  staff,  1975 


TABLE  5-11 

Nursing  Hours  Available  as  a  Percentage  of  Hours  Required,  by  Service 

No.  Nursing  Hours  Available  in  Each 

Hospital,  %  of  hours  required  

Service  A        C        D        E        G        H  I  Total 

Medical  103      99    86      113    101    94      128  102 

Surgical  97    105    90      101      90    84      127  98 

Total  acute         100    102    88      107      97    90      132  100 

SOURCE:    NAS  (Medicus  Systems,  Inc.)  Study  of  VA  Nursing  Staff,  1975 
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Distribution 

Figures  5-1  and  5-2  show  the  distribution  of  the  available- 
versus-required  nursing  staff  in  the  acute  medical  units  and  in  the 
surgical  units.     It  is  clear  that  allocation  of  nursing  staff  to  nursing 
units  is  not  highly  correlated  with  the  measured  staffing  requirements. 
This  finding  may  help  to  explain  why,  although  overall  nursing  staffing 
seems  adequate,  many  Committee  site  visitors  and  VA  nurses  have  commented 
on  the  inadequacy  of  staffing  of  specific  units.     The  correlation  between 
available  and  required  full-time  nursing, staff  for  medical  units  was 
quite  low  (r=0.24).     It  was  somewhat  higher  for  surgical  units  (r=0.50). 

Workload 

Nursing  workloads  (as  measured  by  individual  patient  classification) 
in  tne  VA  were  found  to  be  lower  than  nursing  workloads  in  the  sample 
of  nonfederal  hospitals  mentioned  previously.     The  average  patient-day 
nursing  workload  found  in  the  sample  VA  hospitals  was  87%  of  the  average 
in  the  19  non-VA  hospitals.     There  were,  however,  wide  variations  among 
and  within  VA  hospitals.     The  findings  are  consistent  with  the  views  of 
the  VA  nurses  that  the  VA's  staffing  allocation  methods  need  improvement. 

Limitations  of  the  Methods  Used 

The  above  findings  have  important  implications  for  VA  staffing 
policy,  but  some  caveats  must  be  observed. 

These  staff  assessment  methods  assume  that  the  patients  in  bed 
belong  there.     Other  data  (see  especially  Chapter  8)  suggest  that  a 
substantial  fraction  of  patients  admitted  to  and  retained  in  many 
VA  acute  medical  or  surgical  beds  could  well  be  treated  as  outpatients. 
Thus,  many  of  the  "required"  hours  may  have  been  devoted  to  providing 
care  that  should  not  have  been  required. 

The  patient  classification  and  work  measurement  data  obtained  in 
this  study  bear  on  this  point.  As  shown  in  Table  5-12,  patient-day 
workload  for  acute  medical  sections  tended  to  decrease  as  the  admission 
pressure  (applications  per  acute  bed  per  year)  decreased.    Also,  workload 
across  hospital  acute  medical  sections  tended  to  decrease  as  the  percent- 
age of  applicants  hospitalized  increased .     That  is,  hospitals  with  low 
admission  pressures  admit  a  higher  proportion  of  applicants  than 
hospitals  with  high  admission  pressures,  and  the  patients  admitted 
require  less  care  than  patients  admitted  to  hospitals  with  high  admission 
pressures.     Further  analysis  of  the  nursing  classification  data  indicates 
that  for  some  14.8%  of  a  sample  of  24,966  days  in  acute  beds  there  was 
no  need  for  nursing  care  for  any  reason.    This  figure  becomes  11.7% 
when  days  of  admission  and  discharge  were  excluded.     As  seen  in  Table 
5-12,  differences  in  the  proportion  of  patient  days  not  requiring 
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TABLE  5-12 

Hospital  Utilization  Indexes  Derived  from  Nursing  Patient-Classification 
Procedure,  Seven  VA  General  Hospitals 


Hospital 


Index 

I 

c 

H 

E 

A 

D 

G 

Location  index* 

4 

5 

6 

2 

3 

1 

2 

Medical-school 

affiliation 

No 

No 

No 

Yes 

Yes 

Yes 

Yes 

Average  stay,  days 

28.1 

17.6 

23.0 

30.6 

20.1 

17.5 

16.5 

Fraction  of  applicants 

hospitalized,  % 

100 

80 

77 

56 

46 

45 

34 

No.  applications 

per  acute  bed 

10 

22 

18 

21 

43 

42 

57 

Nursing  workload  index** 

1.96 

1.84 

2.10 

2.08 

2.24 

2.31 

2.66 

Fraction  of  days  requiring 

no  nursing  care,***  % 

Acute  medical 

12.7 

19.0 

22.0 

14.0 

14.7 

10.8 

6.6 

Acute  surgical 

19.0 

14.7 

11.2 

9.8 

8.7 

14.0 

8.5 

Medical  and  surgical 

15.2 

16.6 

17.5 

12.1 

12.3 

12.3 

7.5 

♦Location  Index:     1  «=  large  SMSA,  inner  city,  over  1,000,000;  2  =  large 
SMSA,  over  1,000,000;  3  =  small  SMSA,  inner  city,  500,000-999,999;  4  = 
small  SMSA,  500,000-999,999;  5  =  small  urban  area,  25,000-499,999;  6  = 
smallest  urban  area,  2,500-24,999. 
** Index  based  on  patient  days  sampled  on  acute  medical  units.  The  average 
patient  acuteness  level  was  calculated  with  the  following  weighting  scale 


Category  Weight 

I.     Self-care  patient  1 

II.  Partial-care  patient  2 
III.     Complete-care  patient  5 

IV.     Intensive-care  patient  10 


***These  figures  represent  the  proportion  of  patient  days  sampled  for  which 
there  was  no  nursing-care  indicator  checked  on  the  patient  classification 
scale.    These  data  do  not  include  days  of  admission  and  discharge.  The 
data  are  for  acute  medical  and  surgical  sections  only  and  do  not  include 
intensive-care,  intermediate-care,  spinal-cord-injury,  and  psychiatric 
units . 


SOURCE:     NAS  (Medicus  Systems,  Inc.)  study  of  VA  nursing  staff,  1975 
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nursing  care  in  acute  medical  beds  ranged  among  hospitals  from  7%  to 
22%,  and  for  surgical  beds  from  8.5%  to  19%.     The  differences  for  medical 
sections  were  closely  related  to  pressure  for  bed  utilization;  this 
suggests  that  the  differences  found  are  attributable  to  overall  hospital 
practices,  with  respect  to  the  criteria  for  admission  and  retention 
of  patients  in  acute  beds. 


Comparative  Costs 

The  Committee  commissioned  4/  a  study  of  comparative  nursing-care 
costs  in  eight  VA  general  hospitals  and  17  acute,  short-term  nonfederal 
hospitals  (five  public,  and  12  private).     Data  were  obtained  from  Medicus 
Systems,  Inc.,  and  from  a  special  survey  of  nursing  wage  rates. 

The  study  used  data  collected  in  42  acute  medical,  30  surgical,  and 
13  intensive-care  units  in  the  eight  VA  hospitals,  and  33  acute  medical, 
34  surgical,  and  eight  intensive-care  units  in  the  17  nonfederal  hospitals. 
The  analysis  showed  that  there  were  no  significant  differences  between  the 
sample  VA  and  nonfederal  hospitals  in  either  bed  occupancy  rates  or 
quality  of  nursing  care.     But  there  were  substantial  differences  in  the 
distribution  of  patients  among  acuteness  levels,  as  shown  in  Table  5-13. 
Patient  acuteness  levels  cover  a  spectrum  of  nursing-care  requirements: 
patients  in  Level  I  require  minimal  nursing  care  (0-2  hours  of  nursing 
care  per  24-hour  period);  patients  in  Level  IV  require  intensive  care 
(more  than  10  hours  per  24-hour  period). 

Table  5-13  shows  that,  for  both  acute  medical  and  acute  surgical 
wards  in  each  set  of  hospitals,  between  73  and  79%  of  the  patients, 
on  the  average,  are  in  acuteness  Level  I  or  II.     However,  for  acute  medical 
wards,  the  percentage  of  patients  in  Level  I  is  significantly  greater 
in  the  VA  than  in  the  non-VA  hospitals.     For  Level  II,  the  opposite  is 
true.     Inasmuch  as  Level  II  patients  require  more  nursing  care  than 
Level  I  patients,  Table  5-13  suggests  that,  on  the  average,  patients 
on  acute  medical  and  surgical  wards  in  the  non-VA  hospitals  should 
require  more  nursing  care  per  patient  day  than  their  counterparts 
in  VA  hospitals . 

Table  5-13  indicates  that,  for  intensive-care  units  in  each 
sector,  90%  or  more  of  the  patients,  on  the  average,  are  in  acuteness 
Level  III  or  IV. 

Table  5-14  summarizes  the  average  numbers  of  nursing  hours  provided 
per  patient  day  by  hospital  sector,  ward  service  type,  and  nursing  cate- 
gory.    The  table  shows  that  the  average  total  number  of  nursing  hours  per 
patient  day  is  substantially  lower  on  VA  wards  than  on  civilian  wards. 
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What  are  the  reasons  for  such  differences  in  amounts  of  nursing  man- 
hours  between  the  two  sets  of  hospitals?    A  possible  explanation  could  be 
understaf f ing  in  the  VA  hospitals  or  overstaffing  in  the  non-VA  hospitals. 
The  difference  in  the  distributions  of  patients  by  acuteness  level  does  not 
appear  to  be  sufficient  to  account  for  the  difference  in  nursing  hours  per 
patient . 

Table  5-15  summarizes  the  results  of  a  field  survey  of  nursing  salaries 
and  fringe  benefits  in  the  civilian  and  VA  hospitals  contributing  data  to 
the  study.     The  average  cost  of  a  nursing  man-hour  is  higher  in  the  VA  than 
in  the  non-VA  hospitals.    With  the  exceptions  of  "overall"  nursing  man-hour 
costs  for  the  intensive-care  units  and  LPN  man-hour  costs  generally, 
Table  5-15  indicates  that  the  VA  has  significantly  greater  hourly  costs 
for  personnel  in  each  nursing  category  on  each  type  of  ward. 

Although  the  average  costs  per  nursing  man-hour  are  generally  higher 
in  the  VA  than  in  the  nonfederal  sector  (Table  5-15),  the  average  number 
of  nursing  hours  provided  per  patient  day  is  lower  on  VA  wards  than 
on  nonfederal  wards  (Table  5-14).     Table  5-16  shows  that  these  factors 
combine  to  produce  VA  nursing  costs  15-20%  lower  per  patient  day  for 
each  type  of  ward  analyzed. 

TABLE  5-16 

Average  Nursing  Costs  Per  Patient  Day  by  Hospital  and  Ward 
Service  Type  (1975  Prices) 

Average  Cost  of  Nursing  Care  Per  Patient  Day,*  $ 


(and  standard 

deviation) 

Type  of 

Acute  Medical 

Acute  Surgical 

Intensive-Care 

Hospital 

Wards 

Wards 

Units 

Nonfederal  private 

25.99 

25.80 

119.77 

(6.78) 

(4.24) 

(45.39) 

Nonfederal  public 

23.84 

22.99 

Not  Available 

(3.59) 

(2.66) 

Nonfederal  total 

25.27** 

25.05** 

119.77 

(5.94) 

(4.13) 

(45.39) 

VA 

21.50** 

21.54** 

95.54 

(5.89) 

(5.45) 

(18.29) 

♦Figures  presented  in  the  table  represent  unweighted  means  taken  over 
the  nursing  cost  and  nursing  man-hour  data  of  all  wards  included  in  the 
study  sample. 

**Designates  pairs  of  sample  means  whose  difference  is  statistically 
significant  at  the  5%  level. 


SOURCE:     NAS  (Medicus  Systems,  Inc.)  study  of  VA  nursing  staff,  1975 
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The  major  difference  between  the  two  sets  of  hospitals  is  in  still 
another  factor,  the  average  length  of  stay  for  patients  on  acute 
medical  and  acute  surgical  wards:     the  length  of  stay  in  VA  hospitals 
exceeds  that  in  the  civilian  hospitals  by  a  factor  of  2.5-3.0  (Table 
5-17).     This  results  in  substantially  higher  average  nursing  costs 
per  patient-care  episode  in  the  VA  sector  for  these  two  types  of 
wards  than  in  the  non-VA  hospitals,  despite  the  lower  average  costs 
per  patient  day  in  the  VA.     Table  5-18  summarizes  the  average  nursing 
costs  per  patient-care  episode  by  hospital  and  ward  service  type.  For 
the  nonfederal  hospitals,  they  are  approximately  $218  per  patient 
episode  for  both  acute  medical  and  surgical  wards;  for  the  VA,  the 
comparable  figures  are  over  $580  for  acute  medical  wards  and  close 
to  $480  for  acute  surgical  wards. 

TABLE  5-17 

Average  Length  of  Stay  by  Hospital  Type  and  Service 


Average  Length  of  Stay,  days* 
(and  standard  deviation)   


Type  of  Hospital 

Acute 
Medical 

Acute 
Surgical 

Intensive- 
Care 

Nonfederal  private 

8.2 

8.4 

6.0 

(1.6) 

(1.6) 

(2.2) 

Nonfederal  public 

9.4 

9.5 

Not 

(1.6) 

(1.5) 

Available 

Nonfederal  total 

8.6 

8.7 

.  6.0 

(1.7) 

(1.6) 

(2.2) 

VA 

26.5 

22.2 

5.7 

(10.3) 

(5.1) 

(1.6) 

♦Average  length  of  stay  (ALOS)  figures  represent  unweighted  means  taken 
over  the  corresponding  ALOS  values  estimated  for  all  wards  included  in 
the  study  sample.     Estimates  of  ALOS  have  been  developed  for  hospitals 
and  wards  included  in  the  study  by  using  1974  data  from  national 
American  Hospital  Association  and  Professional  Activity  Surveys 
(PAS)  (of  the  Commission  on  Hospital  and  Professional  Activities, 
CPHA)  surveys  and  1975  data  obtained  from  the  VA  and  the  present 
study's  field  survey.     It  should  be  noted  that  ALOS  estimates  reflect 
the  average  experience  in  each  general  class  of  wards  (acute  medical, 
acute  surgical,  1CU)  in  each  hospital  and,  hence,  are  not  necessarily 
specific  to  individual  wards  within  the  hospital. 


SOURCE:  NAS  (Medicus  Systems,  Inc.)  Study  of  VA  Nursing  Staff,  1975 
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TABLE  5-18 

Average  Nursing  Costs  Per  Patient  Episode  (Nursing  Costs  Per  Patient  Day 
times  Average  Length  of  Stay),  by  Hospital  Type  and  Service  (1975  Prices) 


Average  Cost  of  Nursing  Care  Per  Patient  Episode,*  $ 
(and  standard  deviation)  


Type  of  Hospital 

Acute 

Medical 

Acute  Surgical 

In  tens  i ve  — Care 

Nonfederal  private 

213 

40 

217.47 

792.44 

(66 

86) 

(56.46) 

(2.2) 

Nonfederal  public 

226 

38 

218.04 

Not  Available 

(62 

80) 

(37.87) 

Nonfederal  total 

217 

72 

217.62 

792.44 

(64 

85) 

(51.63) 

(587.17) 

VA 

582 

44 

479.29 

550.68 

(326 

82) 

(172.18) 

(214.35) 

♦Figures  represent 

unweighted  means 

taken  over  the 

nursing-cost  and 

average-length-of-stay  (ALOS)  data  of  all  wards  included  in  the  study 
s  amp  1 e . 

SOURCE:     NAS  (Medicus  Systems,  Inc.)  Study  of  VA  Nursing  Staff,  1975 

For  intensive-care  units,  the  similarities  in  average  nursing 
costs  per  patient  day  and  average  lengths  of  stay  between  the  two 
hospital  systems  have  translated  into  a  similarity  in  average  nursing 
costs  per  patient  (about  $790  for  the  civilian  hospitals  and  $551  for 
the  VA).     The  difference  is  not  statistically  significant,  because 
the  numbers  of  cases  are  small. 


Staffing  of  Inpatient  Psychiatric  Units 

Mental-health  services  pose  two  special  problems  in  assessing 
manpower  requirements.     First,  there  is  greater  divergence  among 
professionals  on  appropriate  patient-care  requirements  in  psychiatry 
than  in  most  of  medicine  and  surgery;  this  affects  the  definition 
of  patients'  needs  and  the  choice  of  treatment  methods,  and  so  has 
an  obvious  relationship  to  staffing.     Second,  quantitative  staffing 
methods  usually  yield  estimates  related  to  current  workload;  therefore, 
if  the  amount  of  therapeutic  care  being  delivered  is  low  and  the  service 
is  staffed  appropriately  for  that  amount  of  care,  then  the  staffing 
may  appear  to  be  "appropriate."    This  problem  also  affects  other  health 
services  to  some  degree,  but  is  particularly  troublesome  in  psychiatry. 
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The  Committee  commissioned  57  a  study  that  included  a  test  applica- 
tion of  a  staffing-assessment  method  designed  to  measure  the  adequacy 
of  staff  available  to  meet  current  workload  demands.     It  also  permitted 
analysis  of  the  amounts  and  types  of  care  being  provided  and  the  numbers 
and  types  of  providers  in  various  types  of  settings  and  for  various 
categories  of  inpatients.    The  analyses  included  comparisons  of  the 
amount  of  care  being  provided  in  different  institutional  treatment 
programs.    The  process-of-care  measures  included  such  indicators 
as  staff-patient  contact,  type  of  therapy,  and  staffing  mix,  which 
have  previously  been  found  to  relate  to  various  criteria 
of  institutional  psychiatric  effectiveness .6/ 

The  study  was  conducted  in  a  sample  of  eight  hospitals,  including 
two  large  psychiatric  hospitals.    The  total  sample  contained  2,207 
beds,  1,351  of  which  were  in  the  two  psychiatric  hospitals.  The 
methods  involved  detailed  assessments  of  patient  characteristics  and 
needs,  the  services  being  delivered,  and  an  estimate  of  the  staff 
required  to  meet  the  unit's  current  program.  No  ideal  or  standard 
treatment  program  was  invoked.    All  analyses  were  based  on  the  specific 
planned  treatment  being  given  to  each  patient  in  the  sample  in  the 
7-day  period  immediately  preceding  the  date  of  the  census.  Patients 
were  classified  according  to  reasons  for  admission,  age,  length  of 
stay,  need  for  medical  care,  and  requirements  for  special  behavioral 
monitoring.     Treatment  units  were  classified  on  the  basis  of  the 
preponderance  of  patient  types  contained  in  each  unit. 

The  study  found  that  the  staff  available  in  all  the  hospitals 
appeared  to  be  adequate  to  handle  the  planned  programs.  However, 
analysis  of  planned  treatment  hours  (as  documented  in  the  patients' 
records)  revealed  very  large  differences  between  the  general  and  the 
psychiatric  hospitals.    Table  5-19  shows  that  patients  in  the 
psychiatric  units  of  the  general  hospitals  in  the  sample  received 
5.55  hours  of  planned  treatment  per  week,  compared  with  2.94  hours 
for  the  patients  in  the  psychiatric  hospitals.    Even  more  important,  the 
general-hospital  patient  received,  on  the  average,  about  5  times  as  much 
planned  treatment  per  week  from  mental-health  professionals  as  did  the 
psychiatric-hospital  patient . 

The  variation  among  hospitals  was  even  larger.     Table  5-20  shows 
that  one  of  the  eight  hospitals  provided  an  average  of  only  0.4  hours 
of  psychotherapy-staff  time  per  patient  per  week,  whereas  another 
provided  6.1  hours  per  patient.    Variations  in  total  mental-health 
interventions  were  equally  large.     Clearly,  the  amount  of  psychotherapy 
a  patient  is  likely  to  receive  depends  on  the  treatment  program  provided 
in  his  hospital . 
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TABLE  5-19 

Planned  Treatment  Time  Per  Psychiatric  Patient  Per  Week  in  Selected  Hospitals 

Average  Planned  Treatment  Time  per 

 Psychiatric  Patient  per  Week,  hours 

6  General  Hospitals     2  Psychiatric  Hospitals 
Staff  Category  (694  patients)   (1,123  patients)  

Mental-health  professionals  3.05  0.63 

(MDs,  RNs,  social  workers 
and  psychologists) 

Other  staff  2.50  2.31 

Total  5.55  2.94 

SOURCE:     NAS  study  of  VA  psychiatric  staffing,  1975 

TABLE  5-20 

Staff  Hours  Per  Patient 

Staff  Time  per  Patient  per  Week  in  Each  Hospital,  hours 
A  BC  DEFGH  Total 


All  mental-health  5.8      2.1    12.8    4.3    3.6    5.3    3.4    2.5  3.2 
interventions 

Psychotherapy  staff  4.3      0.4      6.1     2.9     1.8    4.0    2.7     1.2  1.8 

SOURCE:     NAS  study  of  VA  psychiatric  staffing,  1975 

The  variation  in  treatment  programs  appears  to  be  associated  with  the 
variation  in  staff-to-patient  ratios.     However,  even  when  available  staff 
hours  are  controlled  for,  there  are  wide  variations  in  the  utilization  of 
staff.     In  one  psychiatric  hospital,  only  4%  of  the  available  professional 
mental-health  staff  hours  were  accounted  for  in  planned  patient  treatment; 
this  contrasts  sharply  with  a  general  hospital  in  the  sample  in  which  the 
comparable  percentage  was  10  times  as  large.     Not  only  do  psychiatric  hos- 
pitals have  smaller  staff-to-patient  ratios  than  general  hospitals,  but 
their  professional  mental-health  staff  members  evidently  devote  a  smaller 
proportion  of  their  available  time  to  direct  patient  care  than  their 
counterparts  in  general  hospitals. 

Differences  in  staffing  ratios  are  summarized  in  Table  5-21. 
According  to  surveys  by  the  National  Institute  of  Mental  Health  (NIMH), 
the  psychiatric  hospitals  with  more  than  500  beds  have  only  about  one-fourth 
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TABLE  5-21 

Patient-Care  Staff  Per  100  Psychiatric  Patients  in  VA  Hospitals 

No.  FTEEs  per  100  Psychiatric  Patients*  

No.  Psychiatric  Beds  No.  Beds  in  Hospital 

Fewer  Fewer 
than  than 


Staff  Category 

49 

49-99 

100+ 

500 

500- 

-999 

1,000< 

Professional 

26 

.3 

31.6 

19.0 

13.7 

8 

1 

7.1 

mental-health 

specialists** 

Nursing : 

29 

.6 

33.0 

24.2 

25.0 

18 

2 

17.1 

RNs  and  LPNs 

Nursing  aides 

25 

.9 

25.0 

17.8 

27.0 

34 

8 

31.9 

and  assistants 

Others*** 

4 

.7 

9.5 

7.1 

4.9 

4 

2 

3.9 

Total 

86 

.5 

99.1 

68.1 

70.6 

65 

3 

60.0 

*General-hospital  data  based  on  psychiatric  sections  only;  psychiatric- 
hospital  data  based  on  hospital  totals. 
**Physicians ,  psychologists,  and  social  workers. 
***Counselors  and  activity  therapists. 

SOURCE:     National  Institute  of  Mental  Health,  1974  and  1975  surveys 

as  many  mental-health  professionals  and  half  as  many  nurses  per  100 
patients  as  the  medium-sized  general-hospital  psychiatric  units.  In 
the  larger  psychiatric  hospitals,  nursing  aides  account  for  more  than 
half  the  patient-care  staff.    Although  the  psychiatric  units  in  VA  general 
hospitals  are  staffed  far  more  adequately  than  those  in  VA  psychiatric 
hospitals,  they  have  far  lower  staffing  ratios  than  the  psychiatric 
units  in  non-VA  general  hospitals.    The  data  are  shown  in  Table  5-22. 
It  is  evident  that  in  all  categories  of  staff,  as  well  as  in  overall 
staffing,  the  psychiatric  units  of  VA  general  hospitals  have  much  lower 
staffing  ratios  than  psychiatric  units  in  either  public  or  private 
general  hospitals.    The  same  holds  true  generally  for  psychiatric 
hospitals.    Table  5-23  shows  staffing-ratio  comparisons  for  VA  and 
non-VA  psychiatric  hospitals. 

The  adequacy  of  staffing  cannot  be  judged  from  staffing  ratios 
alone.    The  patient-care  requirements  based  on  patient  characteristics 
amd  treatment  requirements  can  differ  appreciably  among  hospitals.  VA 
psychiatric  units  may  have  patients  and  treatment  programs  very  different 
from  those  of  non-VA  facilities. 
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TABLE  5-22 

Patient-Care  Staff  in  General  Hospitals  under  Various  Auspices 

No.  FTEEs  per  100  patients  

State, 
City, 


Staff  Category 

VA 

County 

Profit 

Nonprofit 

Professional  mental- 

21 , 

,0 

27.4 

7.6** 

11.2** 

health  specialists* 

Nursing:  RNs  and  LPNs 

27, 

.5 

55.4 

45.0 

54.7 

Nursing  aides  and 

19, 

,4 

47.0 

51.2 

34.0 

assistants 

Others** 

7. 

.1 

10.3 

12.6 

11.1 

Total 

75, 

.0 

140.1 

116.4 

111  .0 

♦Physicians,  psychologists,  and  social  workers 
**Attending  physicinas  not  reported 
★★★Counselors  and  activity  therapists 

SOURCE:     National  Institute  of  Mental  Health,  1974  and  1975  surveys 


TABLE  5-23 

Patient-Care  Staff  in  Psychiatric  Hospitals  under  Various  Auspices 
(Only  Hospitals  with  Fewer  than  500  Beds) 

No.        FTEEs  Per  100  Patients  

State , 
City, 


Staff  Category 

VA 

County 

Profit 

Nonprofit 

Other 

Professional  mental- 

13. 

,7 

19.1 

10.1 

23.7 

29.6 

health  specialists* 

Nursing:     RNs  and  LPNs 

25, 

.0 

21.8 

30.9 

36.6 

34.9 

Nursing  aides  and 

27, 

.0 

55.7 

45.3 

50.0 

48.4 

assistants 

Others** 

4, 

.9 

10.5 

18.6 

13.8 

18.7 

Total 

70, 

.6 

107.1 

104.9 

124.1 

131  =  6 

♦Physicians,  psychologists,  and  social  workers. 
♦♦Counselors  and  activity  therapists. 


SOURCE:     National  Institute  of  Mental  Health,  1975 


88 


Within  the  VA,  however,  the  differences  in  staffing  ratios  may  be 
important.    Although  the  psychiatric  patients  in  VA  psychiatric  hospita 
do  differ  somewhat  from  those  in  VA  general  hospitals,  the  differences 
do  not  appear  to  be  nearly  so  great  as  to  justify  the  vast  differences 
in  staffing  among  the  hospitals. 

In  a  one-day  census  of  psychiatric  patients  conducted  by  the 
Committee  in  five  psychiatric  hospitals  with  a  total  of  1,410  psychiatr 
beds  and  in  10  general  hospitals  with  a  total  of  856  psychiatric  beds, 
differences  were  found  in  selected  characteristics  of  the  patients 
between  the  two  sets  of  hospitals  (Table  5-24).     It  would  be  difficult 
to  explain  the  very  large  differences  in  staffing  between  the  two 
sets  of  hospitals  on  the  basis  of  these  differences  in  the  patients 
being  treated. 

TABLE  5-24 

Characteristics  of  Psychiatric  Patients  in  VA  Psychiatric 
and  General  Hospitals 

Psychiatric  General 
Characteristic  Hospitals  Hospitals 


Median  age,  years 

48.5 

43.7 

Fraction  married,  % 

20.8 

36.1 

Primary  diagnoses,  % 

Schizophrenia 

51.8 

31.3 

Alcoholism 

22.5 

19.9 

Neuroses 

10.5 

22.5 

Organic  brain  syndrome 

6.9 

4.4 

Other  psychoses 

4.4 

6.6 

Drug  addiction 

1.6 

11.7 

Other 

2.3 

3.6 

Fraction  involuntarily 

18.5 

5.3 

committed,  % 

Median  attained  stay,  days 

75.0 

20.0 

SOURCE:     NAS  census  conducted  November  1975 


Finally,  the  extent  to  which  inpatient  care  is  the  appropriate 
mode  of  treatment  for  these  patients  is  a  key  question  in  a  considera- 
tion of  psychiatric  staffing.     Of  the  psychiatric  patients  covered 
in'  the  Committee's  one-day  census,  the  VA  ward  nurses  believed  that 
only  25.5%  of  the  patients  in  the  psychiatric  hospitals  and  29.8% 
of  those  in  the  general  hospitals  were  appropriately  placed  in  hospital 
beds.    Their  views  are  summarized  in  Table  5-25. 
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TABLE  5-25 

Most  Appropriate  Placement  of  Psychiatric  Patients 
(Opinion  of  Ward  Nurses) 

Present   Most  Appropriate  Placement,  %  of  patients  

Location                             Nursing    Foster    Domi-        Therapeutic  Ambulatory 
of  Patients      Hospital     Home  Home        ciliary     Community  Care  

Psychiatric        25.5  9.9         11.3         6.7  11.2  35.5 

hospitals 

General  29.8  3.0  3.6         3.4  19.0  41.2 

hospitals 

SOURCE:     NAS  one-day  census,  November  1975 

These,  of  course,  are  unvalidated  professional  judgments,  but  they  are 
in  accord  with  the  general  impressions  obtained  by  the  psychiatrists  on 
the  Committee's  site-visit  teams.  The  fraction  appropriately  hospitalized 
might  be  deemed  to  be  higher  in  the  judgment  of  other  qualified  observers, 
but  the  Committee  is  convinced  that  a  large  fraction  of  the  psychiatric 
inpatients  probably  could  be  treated  more  effectively  in  nonhospital 
settings.     A  program  to  bring  about  more  appropriate  placement  would 
have  major  staffing,  organizational,  and  facility  implications. 

Dental-Service  Staffing 

VA  dental  services  are  provided  mainly  to  hospitalized  inpatients. 
Only  a  small  proportion  of  veterans  are  eligible  for  and  receive  outpatient 
dental  care,  and  almost  half  the  outpatient  dental  care  is  provided 
by  private  dentists  on  a  f ee-for-service  basis.   (The  VA  dental-care 
program  is  discussed  in  Chapter  13.) 

The  Committee  commissioned  7/  a  study  of  dental  staffing  in  the  VA 
to  assess  the  current  utilization  and  distribution  of  dental  manpower 
in  relation  to  the  requirements  for  dental  care  and  to  assess  methods 
for  establishing  optimal  manpower  requirements  for  the  VA  dental  service. 

Data  were  collected  in  the  dental  clinics  of  a  sample  8/  of  seven 
general  hospitals,  two  psychiatric  hospitals,  and  two  satellite  outpatient 
clinics.     As  shown  in  Table  5-26,  the  sampled  clinics  had  a  total  staff  of 
182.5  FTEE ,  with  an  occupational  distribution  that  approximated  that  in 
the  VA  as  a  whole. 
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TABLE  5-26. 

Dental  Staffing  in  the  VA,  1975,  for  Total  VA  and  for  a  Sample  of  Facilities 


FTEE 


Category 

Total 

VA 

Sample 

No. 

% 

No. 

% 

Staff  dentists 

777 

27 

9 

48 

26 

3 

Dental  residents 

305 

10 

9 

24 

13 

2 

Hygienists 

99 

3 

6 

7 

3 

8 

Dental  assistants 

907 

32 

6 

66.5 

36 

4 

Laboratory  technicians 

463 

16 

6 

21 

11 

5 

Clerical  support 

235 

6 

4 

16 

8 

8 

Total 

2,786 

100 

0 

182.5 

100 

0 

SOURCE:     NAS  (UCLA)  study  of  VA  dental  staffing 


The  main  data  set  was  collected  from  11,756  dental-patient  contact 
record  forms  that  were  designed  for  this  study.     They  were  completed  by 
VA  staff  at  the  time  of  each  patient's  visit  during  a  4-week  period 
in  each  of  the  sample  dental  clinics.    Data  were  collected  on  patient 
characteristics,  reasons  for  the  visit,  services  and  tasks  performed 
by  each  member  of  the  dental-treatment  team,  time  required  to  perform 
them,  and  disposition. 

The  data  show  that  VA  dentists  are  performing  diagnostic  and 
preventive  services  that  in  non-VA  settings  are  normally  performed 
by  dental  auxiliaries.    About  32%  of  all  direct  patient-service  time 
is  devoted  to  diagnostic  services.  In  the  private  sector,  9/  this 
value  is  19%.      However,  VA  preventive  services  consume  only  10.6%  of 
all  service  time,  approximately  half  the  time  used  for  such  services 
in  the  private  sector.     The  analysis  indicates  that  a  substantial 
portion  of  VA  dentists'  activities  could  (and  in  the  private  sector, 
would)  be  performed  by  dental  hygienists  or  other  dental  auxiliaries. 

One  of  the  constraints  on  expanding  the  role  of  dental  hygienists 
in  the  VA  may  lie  in  the  relatively  low  ratio  of  dentists,  residents, 
and  hygienists  to  dental  chairs.  Differences  in  chair-hours*  and  task- 
hours**  per  professional  in  clinics  with  different  chair-to-professional 
ratios  are  shown  in  Table  5-27.  The  clinics  with  approximately  1.7 


*Hours  spent  with  patients. 
**Hours  spent  on  specifically  coded  patient-care  tasks. 
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chairs  per  professional  had  a  40Z  greater  productivity,  in  both  task- 
hours  and  chair-hours  per  professional,  than  did  clinics  with  a  chair- 
to-professional  ratio  of  close  to  1:1.    The  majority  of  VA  dental 
clinics  have  chair-to-professional  ratios  close  to  1:1,  which  results 
in  inefficient  utilization  of  dental  professional  manpower. 

TABLE  5-27 

Selected  Characteristics  of  VA  Dental  Service,  Ratio  of  Dental 
Chairs  to  Professional  Personnel 

Chair-to-Professional  Ratio 
Characteristic  ;  Low  (1.02:1)      High  (1.67:1)' 


No.  clinics  6  5 

No.  professionals  58  21 

No.  chairs  59  35 

Daily  chair  hours  per  professional  3.18  4.46 

Daily  task  hours  per  professional  2.33  3.27 


SOURCE:     NAS  (UCLA)  study  of  VA  dental  staffing,  1975 

There  is  also  evidence  that,  even  with  fewer  chairs  per  professional, 
the  VA  does  not  utilize  its  dental  chairs  as  fully  as  dentists  in  private 
practice.     The  11  VA  clinics  had  an  average  chair  occupancy  rate  of  37% 
(range,  22-50%),  whereas  occupancy  rates  measured  in  the  same  manner  for 
private-practice  dentists  averaged  56%.     The  VA's  lower  chair  utilization 
rate,  in  the  face  of  a  higher  ratio  of  professionals  per  chair,  may  be 
attributable  to  a  slower  pace  of  work  or  scheduling  problems. 

Private  dental  practice  and  five  of  the  VA  clinics  that  did  not  have 
residents  were  compared  in  the  number  of  hours  spent  by  different  types 
of  dental  personnel  in  direct  patient-care  tasks.    The  VA  staff  were  found 
to  provide  about  70%  as  much  direct  patient-care  time  per  day  as  their 
counterparts  in  private  practice.     By  category  of  dental  staff,  the  VA 
percentages  of  the  private-practice  task-hours  per  day  are: 


Staff  dentists  65.3% 

Dental  chief  56.2% 

Dental  assistant  75.1% 

Hygienist  77.8% 


An  additional  comparison  of  task  time  was  made  between  VA  staff 
and  private  dental  staff,  with  the  data  obtained  from  the  dental-patient 
contact  records.     This  analysis  showed  that  VA  staff  took  some  20-29% 
longer  on  the  average  to  complete  the  same  procedure  or  task.  These 
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data  are  influenced  somewhat  by  the  presence  of  residents  in  the  VA 
dental  program.     (There  were  none  in  the  private  practices  with  which 
the  VA  staff  were  compared.) 

The  findings  also  suggest  that  residency  programs  may  lower  staff 
utilization,  although  differing  chair-to-professional  ratios  make  the 
data  difficult  to  interpret.     Residency  programs  in  which  the  number 
of  staff  dentists  exceeded  the  number  of  residents  had  a  staff  utilization 
of  91. 3%,  compared  with  clinics  with  no  residents  (2.63  vs.  2.88 
task-hours  per  professional).     If  the  number  of  residents  exceeded 
the  number  of  staff  dentists,  the  professional  utilization  index  dropped 
further,  to  84.0%.    But  the  chair-to-professional  ratios  were  lower 
for  clinics  with  residency  programs,  so  that  it  is  not  possible  to 
isolate  the  effects  of  residents  from  those  of  differing  chair-to- 
professional  ratios. 


Allied-Health,  Technical,  and  Support  Staffing 

This  staff  component,  which  consisted  of  about  60,000  positions  on 
December  31,  1976,  includes  the  following  categories  of  personnel: 

Administration — medical : 

medical  administration  service 

supply 
Building  management: 

housekeeping 

laundry/linen 
Dietetics 

Engineering  and  plant  maintenance 
EEG/EKG  services 
Inhalation/respiratory  therapy 
Clinical  laboratory:     technician  staffing 

-  Bacteriology 

-  Blood  bank 

-  Chemistry 

-  Cytology 

-  Hematology 

-  Histology 

-  Serology 

-  Urinalysis 
Outpatient : 

medical  and  surgical  outpatient  care  (excluding  admissions) 
nursing  and  direct-care  support  staff 
Pharmacy 

Radiology:     technician  staffing 
Rehabilitation  medicine  and  physical  therapy 
Social  work 
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The  study  commissioned  10/  by  the  Committee  to  assess  these  staff 
components  had  two  major  objectives:  to  assess  the  adequacy  of  current 
staffing  in  each  of  the  occupational  categories  and,  to  evaluate  the 
applicability  of  a  set  of  staffing  assessment  techniques  previously  used 
in  a  wide  variety  of  nonfederal  hospitals.    After  a  review  of  VA-developed 
staffing  guidelines  and  a  series  of  pretests,  the  data  collection 
protocols  were  administered  over  a  period  of  6  weeks  in  the  sample 
of  nine  hospitals  in  which  the  other  staffing  studies  were  conducted. 

A  management  engineering  analysis  performed  for  each  service  covered 
the  specific  scope  of  its  activity,  the  volume  of  work  produced,  the  work 
methods  and  equipment  used,  and  operating  conditions  that  influence 
staffing  requirements.     Detailed  information  developed  in  these  analyses, 
when  combined  with  data  accumulated  in  time-and-methods  studies  in  a 
large  number  of  non-VA  hospitals,  was  used  to  set  time  standards  for 
each  staff  category.     These  standards  were  then  applied  to  the  recorded 
volume  of  work  or  services  actually  produced  at  each  VA  hospital  to 
yield  an  estimate  of  needed  manpower.     This  measure  represents  the  hours 
required  that  vary  as  a  direct  function  of  the  amount  and  nature  of  the 
work  produced.     In  addition  to  the  hours  that  vary  with  the  workload, 
the  number  of  man-hours  required  to  operate  the  service  (administration, 
training,  etc.),  which  is  relatively  constant  and  not  dependent  on  the 
volume  of  work  being  processed,  also  was  determined  through  management 
engineering  analysis.     Thus,  for  each  service  at  each  hospital  studied, 
both  constant  and  variable  standards  11/  were  developed.     These  standards 
served  as  the  basis  for  comparison  of  currently  available  staffing 
with  staffing  needed  to  meet  current  workload. 

It  must  be  noted  that  staff  requirements  derived  from  measured  work- 
load may  not  reflect  actual  need.     The  procedures  used  here  permit 
analysis  only  of  whether  staffing  is  adequate  to  meet  current  demands. 
They  do  not  readily  identify  situations  where  demand  is  constrained 
by  available  manpower  resources,  nor  lead  directly  to  identification 
of  overuti lization  or  unnecessary  utilization  of  service.  This  approach 
does  identify  situations  where  workload  or  demand  is  less  than  the 
manpower  resources  available.     Additional  information  is  necessary  to 
determine  whether  the  current  workload  for  a  service  is  appropriate. 

Table  5-28  summarizes  the  findings  of  the  staffing  analysis,  present- 
ing for  each  service  and  each  sample  hospital  the  ratio  (in  percent) 
of  current  staff  to  "needed"  staff,  on  the  basis  of  measurements  of 
current  workload.     "Hospital  Composite"  represents  the  weighted  average 
across  the  services  tested,  and  "FTE  Deviation"  reflects  the  number 
of  positions  under  (-)  or  over  (+)  the  work  measurement  standards. 
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TABLE  5-28 

Current  Staff  as  a  Percentage  of  Needed  Support  Staff 
Based  on  Service  Workload  for  Selected  Hospitals 


Hospital 

1  1 

tteigh- 
ted 



•enrlc*: 

~YTt — 

Devi- 

Actual 

Service 

A 

B 

C 

D 

E 

F 

C 

B 

I 

Average 

Medlar. 

ation 

FTE 

Dietetics 

95 

80 

93 

94 

84 

91 

91 

87 

102 

92 

91 

-72.7 

865.4 

EEC 

75* 

_  b 

100* 

100* 

- 

215* 

50* 

- 

78 

100 

89 

0.0 

9.0 

EKG 

112* 

167* 

144* 

110 

200* 

60* 

126* 

77* 

108 

112 

+  2.3 

31.6 

Engineering 

94 

104 

77 

102 

91 

97 

80 

99 

108 

92 

96 

-63.2 

754.1 

Housekeeping 

102 

105 

73 

100 

78 

78 

83 

91 

111 

92 

91 

-50.7 

573.9 

Laboratory 

103 

66 

92 

105 

80 

c 

xx~ 

100 

100 

XX 

99 

100 

-  1.3 

205.7 

Laundry 
Linen 

99 

124 

83 

100 

135 

a 

100- 

107 

96 

110 

104 

10C 

164 . 2 

MAS 

97 

98 

98 

101 

124 

XX 

103 

113 

92 

101 

100 

+   3  .  i 

472.7 

Outpatient 

123 

94* 

118* 

95 

107* 

66 

107 

- 

116* 

111 

103 

107 

+  3.2 

112.0 

Pharmacy 

128 

100* 

119 

112 

125* 

114 

104 

114 

118 

115 

114 

+21.3 

164.1 

RMS  -  PT 

64 

70 

178* 

73 

90* 

74* 

91 

73 

140 

90 

74 

-  6.1 

55.8 

Radiology 

108 

119* 

100 

112 

i34* 

101 

109 

no 

100 

107 

108 

+  9.9 

157.4 

Resp.  Therapj 

91* 

63* 

98 

96 

100* 

93 

123 

& 

y~ 

115 

101 

97 

*  0.4 

54.3 

Social  Work 

108 

100 

93 

78 

115 

155 

90 

114 

80 

96 

100 

•  9.1 

214.0 

Supply 

120 

85 

103 

109 

78 

XX 

102 

100 

96 

102 

101 

+  6.S 

332.0 

Hospital 
Composite 

99.4 

95.3 

88.1 

99.9 

93.5 

94.9 

93.5 

98.6 

102.4 

96.6 

95.3 

FTE  Deviation 

-4.5 

-8.7 

-62.5! 

•  -0.6 

-25.5 

-16.2 

-40.4 

-1.4 

+13.6 

-148.1 

Actual  FTE 

752 

177 

464 

719 

367 

302 

302 

227 

582 

4175.2 

-Needed  staff  less  than  5  FTE 


— '  '  Indicates  absence  of  service 

— '  xx  1  Indicates  data  unavailable 
d 

—Included  in  Laboratory  Service 
e 

30.5  PTE  of  this  deficit  is  for  the  Engineering  Service.    There  exist  some  questions 
concerning  the  applicability  of  the  time  standards  to  this  hospital,  in  that  they 
may  overestimate  the  staff  needed. 
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Current  staffing  as  a  fraction  of  "needed"  staffing,  on  the  basis  of 
current  workloads  across  all  the  sampled  services  and  hospitals,  ranged 
from  88.1%  to  102.4%.     On  a  service  basis,  the  values  range  from  90%  for 
rehabilitation  and  physical  therapy  to  115%  for  pharmacy.     The  data 
for  most  of  the  categories  concerned  indicate  that  overall  technical 
and  support  staffing  is  adequate  to  support  the  current  workloads, 
although  there  is  considerable  hospital-to-hospital  variation. 

A  comparison  of  manpower  utilization  indexes  was  made  between  the  nine- 
hospital  VA  sample  and  a  sample  of  17  nonprofit  community  hospitals  on  which 
comparable  data  were  available.     The  community  hospitals  had  a  median  size 
of  175  beds  and  included  only  general  hospitals;  the  VA  sample  had  a  median 
size  of  477  medical  and  surgical  beds  and  included  two  psychiatric  hospitals 

The  comparison  used  manpower  utilization  estimates,  with  utilization 
defined  as  measured  hours  of  work  required  divided  by  hours  actually  worked, 
and  yielded  the  values  in  Table  5-29.     The  table  shows  that  the  VA 
system  has  more  variability  in  utilization  across  services  than  do  the 
private-sector  hospitals,  but  that  the  VA  and  non-VA  hospitals  do 
not  appear  to  differ  very  much. 

TABLE  5-29 


Manpower  Utilization  Estimates 


Service 

VA,  % 

Non-VA,  % 

Dietetics 

106.2 

87.4 

Engineering 

96.4 

95.9 

Housekeeping 

111.8 

176.5 

Laboratory 

90.1 

91.7 

Laundry 

93.4 

94.4 

Pharmacy 

71.7 

94.7 

Radiology 

74.7 

82.6 

Respiratory  therapy 

98.0 

82.7 

RMS-physical  therapy 

110.0 

92.8 

SOURCE:     NAS  study  on  staffing,  1975 


The  work  measurement  techniques  used  in  this  study  are  time-consuming 
and  expensive.  They  were  used  to  evaluate  current  staffing.  To  test  the 
feasibility  of  using  more  approximate  but  more  readily  available  and  less 
expensive  procedures,  a  limited  test  was  conducted  with  information  rou- 
tinely available  within  the  VA.  This  assessment  determined  the  correlation, 
for  each  of  the  12  services,  between  the  estimated  required  man-hours  in 
the  nine-hospital  sample  and  the  variable  workload  units  reported  in  the 
VA's  Automated  Management  Information  System  (AMIS).  The  correlations  ob- 
tained ranged  from  0.59  to  0.99  for  the  12  services,  as  seen  in  Table  5-30. 


96 

Table  5-30 


Correlations  of  Required  Staff  and  AMIS  Workload  Data 


Service 

Correlation 

AMIS  Measure 

Dietetics 

0.94 

2 

(Patient  days) 

EEG 

0.99 

No.  tests 

ERG 

0.99 

No.  tests 

Laboratory 

0.97 

No.  tests 

Laundry/linen 

0.71 

Pounds  of  laundry 

Medical  administration 

0.88 

^Admissions 

Outpatient 

0.95 

V'visits 

Pharmacy 

0.96 

Prescriptions 

RMS-physical  therapy 

0.93 

V*Ireatments 

Radiology 

0.99 

No.  examinations 

Respiratory  therapy 

0.59 

Treatments 

Social  work 

0.83 

Caseload  flow 

SOURCE:     NAS  study  on  staffing 

Despite  the  smallness  of  the  sample,  most  of  the  correlations  are  high. 
This  finding  suggests  that  some  current  AMIS  information,  when  appropriately 
transformed,  may  provide  a  reasonable  estimate  of  service  staffing  appropri- 
ateness on  the  basis  of  reported  workload. 

Physician  Staffing 

Unlike  all  other  personnel — almost  all  of  whom  are  full-time — staff 
physicians  are  mostly  part-time  VA  employees  who  derive  the  rest  of  their 
income  either  from  a  medical  school  or  from  private  practice.  Moreover, 
the  affiliation  relationships  with  medical  schools — primarily  in  medicine 
and  surgery,  less  so  in  psychiatry — provide  the  VA  with  residents  who  supply 
a  large  fraction  of  the  total  physician  manpower  in  many  hospitals.  Most 
are  on  rotation  assignments  with  other  hospitals,  so  there  is  considerable, 
turnover  of  residents  on  most  services  in  a  year. 
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In  the  73  hospitals  that  had  residents  on  their  medical  services  in 
1975,  there  were  a  total  of  1,422  FTE  staff  physicians  and  2,048  FTE  12/ 
residents  (each  resident  counting  as  one-half  of  a  physician) — thus,  on 
the  average,  59*  of  the  physician  staff  on  the  medical  services  of  these 
hospitals  was  supplied  by  residents.  In  47  of  them,  more  than  502  of 
the  physicians  were  residents.  The  73  hospitals  with  medical  residents 
had  53%  of  the  medical  beds  13/  in  the  system  and  were  responsible  for 
74%  of  the  patients  treated  in  all  VA  medical  beds  in  fiscal  year  1975. 

In  surgery,  80  hospitals  had  surgical  residents.     These  hospitals 
had  668  FTE  staff  surgeons  and  1,172  FTE  surgical  residents — thus, 
64%  of  the  FTE  surgeons  in  these  hospitals  were  residents.     (As  noted 
in  Chapter  10,  residents  performed  79%  of  all  surgical  procedures 
done  in  all  VA  hospitals  in  1975.)     The  80  hospitals  with  surgical 
residents  had  77%  of  the  surgical  beds  and  were  responsible  for  81% 
of  the  patients  treated  in  all  VA  surgical  beds  in  fiscal  year  1975. 

In  psychiatry,  the  dependence  on  residents  is  somewhat  less.  Only 
59  psychiatric  services  had  any  residents,  and  these  hospitals  had 
a  total  of  306  FTE  residents.     The  same  hospitals  had  586  FTE  staff 
physicians  assigned  to  psychiatry.     Thus,  in  these  59  hospitals,  34%  of 
the  physician  staff  in  psychiatry  were  residents.     In  only  13  psychiatric 
services  did  50%  or  more  of  the  physician  staff  consist  of  residents. 
The  59  hospitals  with  psychiatric  residents  had  41%  of  the  psychiatric 
beds  and  were  responsible  for  49%  of  patients  treated  in  all  VA 
psychiatric  beds  in  fiscal  year  1975. 

The  Committee  could  find  no  tested  methods  comparable  with  those  used 
in  the  four  studies  discussed  earlier  in  this  chapter  that  could  be  applied 
to  make  a  useful  quantitative  assessment  of  the  adequacy  of  physician 
staffing  in  the  VA.     Consequently,  it  relied  primarily  on  the  professional 
judgment  of  expert  consultants  who  visited  27  of  the  hospitals. 

Tables  5-31  and  5-32  summarize  the  visitors'   findings  relating 
their  assessments  of  the  adequacy  of  physician  staffing  to  the  assess- 
ments of  the  overall  quality  of  care.  It  is  evident  that  the  ratings  of 
the  site  visitors  on  the  adequacy  of  staffing  and  the  quality  of  care 
do  not  correlate  very  well.  Six  services  in  the  general  hospitals  were 
rated  inadequate  on  quality  of  care,  but  only  two  of  these  were  considered 
to  be  inadequately  staffed  with  physicians.  Similarly,  among  the  38 
services  rated  as  adequate  in  quality  of  care,   18  were  deemed  to  have 
inadequate  numbers  of  physicians.  Indeed,  three  of  the  11  services  judged 
to  be  providing  outstanding  care  were  rated  inadequate  in  physician  staffing. 

Physician-to-patient  ratios  vary  greatly.    Among  the  14  general 
hospitals  in  the  10%  hospital  sample  studied  (Chapter  9),  the  number  of 
staff  physicians  (FTEE)  per  100  patients  on  the  medical  service  was  6-20. 
When  house  staff  are  added,  the  range  becomes  6-59.     On  the  same  services, 
the  number  of  nurses  per  100  patients  was  23-55 — a  much  narrower  range. 
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Summary  of  Findings 

In  1976,    DM&S  had  170,000  full-time  employees  and  22,200  part-time 
employees.  Of  the  part-time  employees,  3,400  were  staff  physicians 
and  6,900  were  house  staff.  Only  5,800  physicians  were  full-time.  By 
contrast,  only  1,700  RNs  of  26,400  were  part-time,  as  were  300  of  32,400 
LPNs.     The  emphasis  on  part-time  staffing  for  physicians  reflects  the 
close  relationships  with  medical  schools  maintained  by  some  VA  hospitals. 

The  physicians  in  the  VA  are  similar  to  all  physicians  in  the  United 
States  by  age,  sex,  location  of  medical  school,  and  proportion  who  are 
board-certified.  However,  there  are  differences  between  the  VA'6  full-time 
and  part-time  physicians:  the  former  are  older,  and  they  have  a  higher 
proportion  of  women,  a  higher  proportion  of  graduates  of  foreign  medical 
schools,  and  a  lower  proportion  of  board-certified  specialists.  Moreover, 
the  former  hold  an  appreciably  lower  percentage  of  medical-school  faculty 
appointments,  and  many  of  the  latter  group  see  themselves  primarily 
as  members  of  the  medical-school  faculty. 

Two-thirds  or  more  of  each  group  of  physicians  viewed  the  VA 
favorably,  in  that  they  would  recommend  employment  in  it  to  young 
professionals.  However,  between  one-fourth  and  one-third  of  the  staff 
physicians  evaluated  the  VA  an  inferior  place  to  work  for  a  number  of 
reasons.  Dissatisfaction  with  salary  was  expressed  by  two-thirds  of 
staff  physicians.  Many  current  and  former  physician  employees  complained 
that  the  recent  increase  in  physician  salary  was  not  sufficient. 

There  are  no  tested  methods  for  determining  the  adequacy  of  physician 
staffing.    On  the  basis  of  expert  judgments  made  by  the  Committee's  site 
visitors,  it  appears  that  in  the  VA  general  hospitals  quantitative  staffing 
of  physicians  was  considered  adequate  or  better  in  64%  of  the  medical-service 
beds,  58%  of  the  surgical-service . beds ,  and  43%  of  the  psychiatric-service 
beds.     In  the  psychiatric  hospitals,  the  quantity  of  physician  staffing  was 
considered  adequate  in  59%  of  the  medical  beds  and  35%  of  the  psychiatric 
beds.     It  is  evident,  however,  that  the  adequacy  of  numbers  is  not  closely 
correlated  with  the  quality  of  care,  as  judged  by  the  same  site  visitors. 

As  previously  noted,  most  nurses  are  full-time  employees  of  the  VA. 
A  higher  proportion  of  RNs  than  of  physicians  would  recommend  employment 
in  the  VA  to  young  professionals.    Most  nurses  are  satisfied  with  the 
salary  scale,  but  expressed  concern  over  work  schedules  and  the  way 
staffing  needs  are  determined. 

The  Committee  examined  the  adequacy  of  nurse  staffing.    The  overall 
staffing  was  found  to  be  just  about  right.    However,  there  was  consider- 
able variation  among  VA  hospitals  and  even  more  among  services  within 
hospitals.     It  is  evident  that  differences  in  patient  mix  and  in  their 
requirements  for  nursing  care  are  not  reflected  adequately  in  the  assign- 
ment of  nursing  staff. 
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Tne  cost  of  nursing  care  was  compared  between  VA  inpatient  facili- 
ties and  community  hospitals.     Per  patient  day  the  cost  of  nursing 
care  is  lower  in  the  VA  by  approximately  15%,  as  the  result  of  two 
opposing  tendencies.    Although  the  cost  per  nursing  man-hour  is  higher 
by  16%,  the  number  of  nursing  hours  per  patient  day  is  lower  by  26%. 
In  turn,  the  mix  of  patients  differs,  so  that  patients  in  the  VA  require 
less  nursing  care.     However,  cost  per  patient  episode  is  higher  in 
the  VA  by  120  to  167%  (for  surgical  and  medical  services,  respectively), 
because  average  patient  stay  is  so  much  longer  in  the  VA. 

The  VA  system  employs  1,100  psychologists  and  2,600  social  workers, 
with  both  groups  preponderantly  full-time.  Three-quarters  of  them  would 
recommend  the  VA  to  young  professionals.  Salary  scale  is  not  a  major 
concern  to  them,  but  opportunities  for  professional  advancement  are. 

The  Committee  commissioned  a  study  of  allied-health,  technical,  and 
support  staffing.     In  terms  of  staffing  requirements  for  the  existing 
work-load,  it  was  found  that  current  staffing  is  97%  of  needed  staffing, 
with  moderate  variation  among  hospitals  and  greater  variation  by  type 
of  service.  In  this  study,  the  appropriateness  of  the  current  workload^ 
was  not  examined. 

Moreover,  a  comparison  between  VA  and  non-VA  hospitals  shows  overall 
equivalence,  with  the  VA  having  higher  staffing  in  dietetics,  respiratory 
therapy,  and  physical  therapy,  but  lower  staffing  in  housekeeping, 
pharmacy,  and  radiology.     When  housekeeping  is  excluded  from  the  comparison, 
the  range  of  variation  by  service  is  considerably  greater  in  the  VA. 

Staffing  of  inpatient  psychiatric  units  received  separate  considera- 
tion.    Within  the  VA,  it  was  found  that  the  staff  available  in  all 
hospitals  appeared  to  be  adequate  to  handle  their  planned  programs 
of  patient  care.     However,  there  are  large  differences  between  the 
psychiatric  services  of  general  hospitals  and  psychiatric  hospitals 
and  among  individual  hospitals  in  the  number  of  planned-treatment  hours 
per  patient  and  even  larger  differences  in  planned  treatment-hours  per 
patient  by  mental-health  professionals.     Such  variation  in  treatment 
programs  is  associated  in  part  with  variation  in  staff-to-patient  ratios. 
In  addition,  there  is  variation  among  psychiatric  services  in  the 
proportion  of  staff  time  devoted  to  direct  patient  care.     The  medium-sized 
psychiatric  units  of  the  general  hospitals  (60-100  beds)  have  the  highest 
total  staff-to-patient  ratios  within  the  VA  and  the  highest  professional 
staff  ratios . 

A  comparison  between  the  VA  and  psychiatric  services  under  state, 
municipal,  voluntary,  or  proprietary  auspices  showed  that  the  VA  has  lower 
staffing  ratios.     However,  staffing  ratios  can  be  misleading  if  the  patient 
mix  in  the  facilities  being  compared  is  different.     The  percentage  of 
patients  in  VA  psychiatric-hospital  facilities  who  are  adjudged  to  be 
properly  placed  there  is  rather  low,  according  to  the  Committee's 
surveys . 
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The  Committee  also  examined  the  staffing  of  the  VA  dental 
services.    Their  total  staff  is  2,200,  of  whom  1,100  are  dental 
hygienists  and  dental  assistants.    There  are  850  full-time  dentists 
and  250  dental  residents. 

The  Committee  found  that  VA  dentists  tend  to  perform  some 
diagnostic  and  preventive  services  that  outside  the  VA  are  performed 
by  dental  auxiliaries.    A  constraint  on  expanding  the  role  of  the  latter 
is  the  relatively  small  number  of  dental  chairs  in  the  VA.     In  addition, 
the  available  chair  time  is  utilized  at  a  lower  rate  than  outside 
the  VA. 


CHAPTER  6.     MANAGEMENT  INFORMATION 


Soon  after  the  work  of  the  Committee  began,  it  became  evident  that 
the  VA's  information  system  had  serious  problems.     Numerous  statistical 
reports  published  by  the  VA  contained  large  amounts  of  data  about  many 
aspects  of  the  VA's  operations.  But  obtaining  ad_  hoc  statistical  data 
proved  difficult:  often,  the  data  sought  by  the  Committee  staff  were 
unavailable,  or  the  files  were  structured  in  such  a  way  that  the  data 
could  not  be  retrieved  readily,  or  there  were  serious  questions  concerning 
validity  or  reliability  of  some  data. 

This  was  of  concern  to  the  Committee,  not  only  because  it  had  to  rely 
heavily  on  VA  data  for  its  analyses,  but  also  because  a  good  information 
system  is  essential  for  effective  management  of  a  large,  complex  enter- 
prise. It  was  beyond  the  scope  of  the  Committee's  charge  to  undertake  a 
major  study  of  the  VA's  own  data  needs  as  a  basis  for  appraising  the 
adequacy  of  its  current  data  systems.  But  adequate  and  reliable  data  are 
necessary  for  effective  resource  allocation  within  the  DM&S — an  important 
issue  for  the  study.    Accordingly,  the  Committee  commissioned  1/  a  brief 
review  and  examination  of  the  data  systems  used  by  the  DM&S  to  describe 
their  salient  characteristics  and  to  note  the  problems  presented  by  them. 

A  great  many  VA  documents  pertaining  to  data-processing  were 
reviewed.  VA  staff  members  were  interviewed  in  Washington  in  the  DM&S, 
in  the  Department  of  Data  Management,  and  in  the  Office  of  the  Controller. 
Hospital  directors  and  service  chiefs  in  several  hospitals  and  the 
director  and  several  key  staff  members  at  the  Data  Processing  Center 
in  Austin,  Texas,  were  also  interviewed.  Reports  of  site  visitors 
who  visited  over  30  other  VA  hospitals  were  reviewed. 

The  information  systems  examined  were: 

•  Automated  Management  Information  System  (AMIS) 

•  Patient  Treatment  File  (PTF) 

•  Personnel  Accounting  Integrated  Data  (PAID)  system 

•  Centralized  Accounting  for  Local  Management  (CALM) 
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•    Logistics  (LOG)  system 

»    Medical-Care  Distribution  Accounts  (RCS  14-4) 


Organizational  Arrangements 

Responsibility  for  the  information  systems  used  by  the  DM&S  is 
divided  among  three  departments  of  the  VA.  The  Office  of  tne  Controller 
is  responsible  for  specifying  the  requirements  for  AMIS,  PAID,  CALM,  and 
RCS  14-4.    The  DM&S  is  responsible  for  PTF  and  LOG.    The  Department  of  Dat 
Management  (DDM)  is  responsible  for  processing  all  VA  data.     It  maintains 
six  major  data-processing  centers,  the  largest  of  which — in  Austin, 
Texas — handles  the  data  used  in  all  reports  generated  for  the  DM&S. 

Within  the  DM&S,  both  the  Reports  and  Statistics  Service  and  the 
Health  Services  Research  and  Development  Service  share  responsibilities 
in  data-processing.    The  Reports  and  Statistics  Service  is  responsible  for 
"liaison  with  the  VA  Controller  and  DDM  in  all  matters  relating  to  DM&S 
informational  and  statistical  reporting  systems,  and  other  reporting 
systems  affecting  DM&S,  at  the  required  stages  of  planning,  development, 
implementation,  and  operation . "2/    The  Health  Services  Research  and 
Development  Service  "serves  as  the  principal  point  of  contact  with 
the  Department  of  Data  Management  regarding  ADP  operations,  management, 
implementation  and  technical  support." 

All  requests  originating  in  the  DM&S  for  changes  in  recurring  reports 

are  channeled  through  the  Reports  and  Statistics  Service  of  DM&S. 

Initiation  of  a  new  report  also  requires  approval  by  the  Reports  and 
Statistics  Service  of  the  Office  of  the  Controller. 

At  the  VA  Central  Office  in  Washington,  D.C.,  there  are  project 
managers  for  each  of  the  systems.  Tne  project  managers  for  PTF  and 
LOG  are  in  the  DM&S;  those  for  AMIS,  CALM,  PAID,  and  RCS  14-4  are 
in  the  Office  of  the  Controller.  Work  orders  written  by  the  VACO  project 
managers  are  executed  by  project  supervisors  who  are  the  VACO  project 
managers'  counterparts  at  the  data-processing  center  (DPC)  in  Austin. 
The  Central  Office  project  manager  is  responsible  for  deciding  what 
data  items  are  collected,  how  they  should  be  formated,  and  what  audits 
should  be  conducted.     He  is  also  responsible  for  determining  the 
priority  of  work  assignments.    As  part  of  the  budget  process,  the 
Central  Office  component  of  the  data-handling  team  must  estimate  the 
manpower  that  will  be  needed  at  the  DPC  for  each  project.    The  DPC 
staff  is  responsible  for  the  operation  of  the  computers  and  the  provision 
of  programing  support.    The  geographic  separation  (about  1,500  airline  mil 
of  the  programing  staff  from  the  VACO  project  manager,  who  is  responsible 
for  system  specifications,  introduces  serious  communication  problems.  On 


105 


occasion  these  problems  have  become  so  severe  that  6taff  members  were 
transferred  from  one  location  to  the  other,  to  act  as  liaison  officers 
between  the  Central  Office  and  the  DPC. 


Ad  Hoc  Requests  for  Data 

Special  requests  for  data  that  originate  in  the  DM&S  or  use  DM&S 
files  are  screened  by  the  Reports  and  Statistics  Service  of  the  DM&S. 
If  this  Service  decides  that  a  request  should  be  honored,  it  is  forwarded 
to  the  Office  of  the  Controller,  where  it  is  reviewed  and  assigned  a 
report  control  symbol.    The  Reports  and  Statistics  Service  determines 
how  the  necessary  data  can  be  collected.     If  the  information  is  not  stored 
in  the  VA  data  bases,  field  stations  are  contacted  and  asked  to  supply 
appropriate  data  not  ordinarily  reported.     If  the  data  can  be  obtained 
from  the  existing  data  bases,  the  appropriate  project  manager  at  VACO 
writes  the  work  order  for  execution  at  the  DPC.     The  project  manager  also 
specifies  the  processing  priority  of  this  onetime  report  in  relation 
to  other  jobs  queued  for  processing  in  the  same  system. 

Although  the  DPC  staff  members  stated  that  they  receive  few  special 
requests  and  that  processing  them  generally  causes  no  problem,  there 
is  a  widespread  conviction  both  at  the  field  stations  and  at  VACO 
that  it  is  futile  to  ask  for  one-time  reports,  because  the  response 
time  is  very  long.     The  experience  of  the  staff  of  this  Committee 
was  that  the  responses  to  special  requests  were  generally  unsatisfactory. 
The  two  basic  problems  encountered  were  the  long  time  between  submission 
of  a  request  and  receipt  of  the  printout  and  failure  to  supply  the 
requested  data  accurately.    The  system  is  obviously  organized  and 
staffed  primarily  for  producing  regular  reports. 

Major  Data  Systems 

Automated  Management  Information  System  (AMIS) 

AMIS  was  designed  in  the  early  1960s  by  the  Department  of  Data 
Management  to  provide  information  for  planning  and  management  decisions 
made  at  the  hospital  level  and  in  the  Central  Office.     It  consists 
of  three  major  categories  of  data:  data  on  patient  activities  (e.g., 
numbers  of  admissions  to  and  discharges  from  each  bed  section  and 
numbers  of  outpatient  visits),  data  on  services  provided  (e.g.,  numbers 
of  x-ray  pictures,  laboratory  tests,  and  dental  examinations),  and 
miscellaneous  other  data  on  hospital  operations  (e.g.,  amounts  of  mail 
dispatched  and  laundry  processed).     The  number  of  individual  data 
items  is  very  large — it  approaches  6,000.  The  system  file  is  therefore 
very  large. 
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All  data  are  introduced  in  aggregated  form.    The  data  set  does  not 
contain  any  individual  events.    The  material  is  therefore  responsive  only 
to  the  small  set  of  questions  for  which  it  was  originally  designed.  For 
example,  the  data  set  can  respond  to  the  question,  "How  many  patients  were 
admitted  for  surgery  in  Hospital  X  last  year?"    But  it  cannot  answer  the 
additional  question,  "What  proportion  of  them  were  transferred  from  other 
VA  hospitals,  nursing  homes,  and  domiciliaries?" 

At  the  field  stations,  each  service  receives  worksheets  designed  for 
the  collection  of  the  AMIS  input  data  for  which  that  service  is  responsi- 
ble.   Depending  on  the  data  item,  the  frequency  of  reporting  varies  from 
monthly  to  annually.    At  the  end  of  the  specified  reporting  period,  the 
reporting  service  enters  data  on  a  code  sheet.  At  each  facility,  the 
staff  member  who  i6  designated  as  the  AMIS  coordinator  collects  all 
the  code  sheets  and  reviews  them  for  possible  format  errors  and  blanks. 
Detected  errors  are  corrected,  and  the  field  station's  data  are  transmitted 
by  teletype  to  Austin.     If  these  data  are  not  received  in  Austin  by 
the  fourth  workday  of  the  month  after  the  end  of  the  reporting  period, 
a  query  is  sent  to  the  field  station  by  teletype.  Queries  are  also  sent 
if  system  audits  detect  invalid  entries  before  storage.  After  appropriate 
corrections,  production  runs  are  made  on  the  fifth  and  sixth  workdays 
after  the  end  of  the  reporting  period. 

The  printouts  generated  by  AMIS  are  distributed  by  mail  to  the  field 
stations  and  to  the  Central  Office.     If  errors  are  found,  they  may  be 
corrected  by  teletype  during  the  last  three  workdays  of  the  month. 

Staff  at  the  VACO  and  at  several  hospitals  stated  that  the  time  and 
effort  required  for  the  collection  and  coding  of  AMIS  data  are  substantial. 
The  dollar  cost  of  data  collection  is  not  known,  because  the  hospitals 
do  not  keep  track  of  the  amounts  of  staff  time  involved.  It  is  certainly 
large. 

The  Committee  found  little  evidence  of  extensive  use  of  the  system. 
Among  the  reasons  given  by  field  staff  are: 

•  Many  reports  are  little  more  than  nicely  formated  restatements 

of  the  input  data;  that  is,  the  AMIS  printouts  provide  little  information 
that  had  not  been  available  locally  several  weeks  before  receipt  of  the 
printout . 

•  Data  provided  by  AMIS  are  inadequate  for  purposes  of  local  manag- 
ers, who  expressed  the  need  for  trend  analyses,  projections,  productivity 
ratios,  and  various  kinds  of  cross-tabulations.  These  cannot  be  provided 
by  the  system. 

•  Data  to  allow  comparisons  with  other  facilities  are  not  easily 
available  to  field  stations. 
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•  The  quality  of  the  input  data  is  not  known;  there  are  no 
reliability  checks  built  into  the  system. 

Although  several  of  the  hospital  directors  queried  6aid  that  they 
relied  on  AMIS  to  a  limited  extent,  most  of  them  had  established  a 
separate  manual  system,  so  that  basic  hospital  statistics  would  always 
be  available  to  them  on  a  timely  basis.    They  justified  AMIS  on  the  ground 
that  it  satisfies  the  data  needs  of  the  Central  Office. 

Discussions  with  Central  Office  staff  about  AMIS  revealed  that: 

•  AMIS  reports  are  among  the  primary  sources  used  by  the  Central 
Office  professional  service  to  monitor  activities  in  the  field,  particu- 
larly workloads . 

•  The  Central  Office  receives  summary  reports  containing  data 
on  all  field  stations,  so  Central  Office  staff  members  are  in  a  position 
to  spot  figures  that  are  clearly  out  of  line  and  to  try  to  "clean  up" 

the  reports  by  tracking  down  the  source  of  errors.  However,  the  correction 
procedure  is  not  systematic. 

•    AMIS  is  basically  a  software  package,  designed  to  generate 
standard  reports.    Modifications  and  special  requests  are  difficult  to 
handle . 

•  Although  each  service  at  headquarters  is  required  to  review 
the  usefulness  and  the  frequency  of  preparation  of  its  own  reports 
periodically,  this  requirement  is  largely  ignored. 

•  Because  of  a  lack  of  flexibility  that  would  permit  automatic 
feed-in  to  other  reporting  systems,  duplicative  reporting  by  medical 
facilities  is  sometimes  required. 

The  Committee  staff  encountered  a  number  of  problems  with  6ome  of  the 
AMIS  data.     For  example,  the  printout  of  the  "Report  on  Specialized  Medical 
Services:     Intensive  Care  Units"  (RCS  10-266)  for  the  period  ending 
December  31,  1975,  shows  2,774  as  the  total  number  of  intensive-care 
beds  (including  medical,  surgical,  coronary,  and  undesignated  beds) 
in  the  VA  system.    The  report  also  indicates  that  on  the  same  date  there 
were  5,008  patients  remaining  in  surgical  intensive-care  beds,  and  a  total 
of  8,864  in  intensive-care  beds  of  all  kinds.  Central  Office  staff  members 
believe  that  errors  of  this  type  often  result  from  a  misunderstanding 
of  instructions  for  data  submission  or  variations  in  the  interpretation 
of  definitions  of  data  to  be  submitted. 


Patient  Treatment  File  (PTF) 


The  Patient  Treatment  File  provides  nationwide  statistics  on  inpatient 
care  provided  under  VA  auspices.    PTF  is  now  a  "discharge"  system;  that  is, 
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the  information  related  to  a  particular  episode  of  inpatient  care 
is  entered  after  the  patient  is  discharged  from  the  hospital.  Between 
July  1,  1969,  and  June  30,  1975,  hovever ,  PTF  was  an  "inventory"  system 
in  which  data  were  recorded  as  events  occurred.    This  inventory  system 
had  replaced  an  earlier  discharge  system,  the  Inpatient  Discharge 
Data  System  (IDDS) . 

One  record  is  maintained  in  PTF  for  each  episode  of  inpatient  care 
that  results  in  discharge.    Generally,  after  a  patient's  discharge, 
his  clinical  record  is  sent  to  the  medical  records  unit,  where  information 
required  for  PTF  input  is  abstracted  and  written  on  code  sheets.  The 
information  is  then  transferred  to  punched  cards  and  transmitted  to 
Austin  for  processing.    After  the  initial  run,  an  error  list  is  sent 
back  to  the  field  station  for  corrections.    More  than  5.5  million 
records  are  currently  stored  in  PTF. 

PTF  output  includes  statistical  summaries  of  inpatient  care  provided 
by  the  VA.    These  statistics  are  incorporated  in  such  publications 
as  the  annual  report.     In  addition,  a  disease  and  operation  index  is 
generated  for  each  hospital.    This  is  a  service  to  the  field  stations, 
inasmuch  as  every  hospital  must  maintain  such  an  index  to  satisfy 
the  requirements  of  the  Joint  Commission  on  Accreditation  of  Hospitals.. 

Responsiveness  to  requests  for  a_d  hoc  statistical  reports  from  PTF 
is  poor,  often  requiring  months  for  completion.     Field  staff  have  stopped 
submitting  such  requests.    For  individual  patient-record  printouts, 
however,  which  the  system  can  handle  readily,  the  service  is  good. 

Hospital  personnel  believe  that  PTF,  like  AMIS,  is  designed  primarily 
to  serve  the  statistical  information  needs  of  the  Central  Office.    They  do 
not  consider  PTF  useful  for  field-station  management  or  to  physicians  or 
nurses  in  the  hospitals.    The  Committee  notes  that  the  usefulness  of  the 
data  in  PTF  is  limited  by  its  file  structure,  which  makes  it  difficult 
and  expensive  to  extract  information  from  the  system. 

The  Central  Office  relies  heavily  on  the  extensive  statistical  reports 
produced  by  PTF  data,  but  no  systematic  reliability  checks  are  built  into 
the  system.     The  Committee  made  a  check  on  the  reliability  of  entries 
in  PTF.    Records  for  a  sample  of  400  patients  from  16  hospitals  were 
selected  for  study.     The  sample  included  10  general  and  six  psychiatric 
hospitals  of  varied  size,  section  of  the  country,  and  extent  of  affiliation 
with  academic  medical  centers.    The  objective  was  to  compare  the  PTF 
entries  with  the  original  documents  from  which  the  data  were  obtained. 
The  results  showed  that  the  overall  error  rate  of  PTF  entries  was 
4.52,  but  a  few  items  had  error  rates  of  over  15%. 

The  Committee  relied  heavily  on  PTF  to  study  systemwide  utilization, 
patient  characteristics,  and  other  matters.    But  it  also  undertook  exten- 
sive data-collection  efforts  in  a  sample  of  hospitals  to  supplement 
(or  sometimes  substitute  for)  PTF  data. 
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Personnel  Accounting  Integrated  Data  (PAID)  System 

The  Personnel  Accounting  Integrated  Data  system  is  the  personnel  and 
payroll  system  for  the  VA  and  has  operated  for  more  than  a  decade.    When  a 
person  is  employed,  basic  personnel  information  is  entered  by  card  from 
the  hiring  station.  A  master  record  is  then  created  for  the  employee. 
The  master  record  is  updated  automatically  by  the  system  for  such  changes 
as  within-grade  increases.    Exceptional  updates  (such  as  promotions) 
are  submitted  weekly  by  punched-card  input.  Prepunched  time  cards  are 
submitted  at  the  end  of  each  biweekly  pay  period.    Time  cards  are  matched 
one-for-one  with  the  master  records;  when  discrepancies  are  found, 
a  message  is  sent  to  the  field  station's  personnel  office.     PAID  produces 
a  check-disbursement  tape  that  is  taken  to  the  U.S.  Treasury  Disbursement 
Center  in  Austin,  Texas. 

In  addition  to  the  check-disbursement  tape,  PAID  generates  an  annual 
payment  history  file  (on  microfiche)  and  various  personnel  notices 
for  each  field 

station.     For  example,  the  system  automatically  notifies  the  chief  of  the 
nursing  service  of  the  names  of  nurses  in  that  hospital  who  must  soon  renew 
their  licenses. 

PAID  undergoes  continual  modification,  because  it  is  affected  by  every 
change  in  state  or  federal  tax  laws.     Despite  the  continual  modifications, 
PAID  is  widely  regarded  as  an  efficient  payroll  system. 

Not  all  information  in  the  PAID  file  is  accurate.     The  Committee  found 
that  cost-center  assignments  for  each  employee — that  is,  the  services  or 
operating  units  to  which  employees  are  assigned — are  frequently  inaccurate. 

Centralized  Accounting  for  Local  Management  (CALM) 

Centralized  Accounting  for  Local  Management  is  designed  to  centralize 
the  general  ledger  and  accounting  activities  for  the  VA.  The  system  is  not 
yet  installed  at  all  field  stations,  but  implementation  is  progressing. 
In  the  original  design,  the  voucher-audit  function  and  preparation  of 
payment  input  were  to  be  executed  in  Aust\n.    After  implementation  of 
the  CALM  system  in  the  first  36  field  stations,  the  system  was  modified 
so  that  these  two  functions  remained  local  responsibilities.    The  result 
was  a  new  system  known  as  Modified  CALM  ( MOD/ CALM) ,  which  is  otherwise 
identical  with  CALM.    All  stations  except  the  original  36  have  been 
converted  to  MOD/CALM. 

At  each  field  station,  the  fiscal  officer  receives  a  daily  statement 
of  the  status  of  his  funds,  a  list  of  accepted  transactions,  and  reasons 
for  any  rejected  transactions.     The  daily  journal,  on  microfiche,  is 
sent  to  him  by  mail.     In  addition  to  the  reports  sent  to  the  field  stations, 
CALM  generates  data  that  are  used  to  interface  with  other  systems,  such 
as  AMIS  and  PAID. 
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The  Committee  had  no  occasion  to  assess  the  functioning  of  CALM  or 
MOD/ CALM. 


Logistics  (LOG)  System 

The  Logistics  system  is  characterized  by  the  Department  of  Data 
Management  as  a  data-processing  system  for  the  procurement,  storage,  and 
distribution  of  all  supplies  and  equipment  for  all  VA  installations. 
Functions  handled  by  the  system  include: 

•  Maintaining  the  VA  supply  catalog,  containing  information  on 
about  40,000  items  used  by  VA  stations. 

«>    Maintaining  an  inventory  system  for  the  three  VA  supply 

depots . 

•  Maintaining  inventory  records  for  all  161  stations. 

•  Maintaining  a  record  of  the  location  and  value  of  each 
nonexpendable  item  in  the  VA  system. 

The  LOG  system  is  generally  regarded  as  efficient  and  reliable.  An 
interface  between  LOG  and  MOD/CALM  is  planned  for  the  near  future. 


Medical-Care  Distribution  Accounts  (RCS  14-4) 

The  objective  of  the  RCS  14-4  is  to  allocate  medical-care  costs  by 
bed  section  and  by  special  medical  program.    A  review  and  evaluation 
of  this  system  was  completed  for  the  VA  by  Peat,  Marwick,  Mitchell 
&  Co.,  in  December  1974.3/    The  report,  which  cited  numerous  limitations 
of  the  cost-distribution  system,  included  the  following  statements: 

The  RCS  14-4  system,  while  designed  to  collect  station  costs 
by  bed  section  and  specialized  medical  program,  has  significant 
procedural  and  managerial  problems  which  preclude  its  usefulness, 
particularly  at  the  station  level.    Among  these  are  vague  or  mis- 
interpreted procedure  descriptions,  the  tendency  to  "adjust"  data 
to  reflect  desired  results,  the  lack  of  timely  feedback  of  reports, 
the  general  perception  at  the  station  level  that  the  current  process 
is  not  used  by  VACO  for  individual  stations,  a  lack  of  confidence 
in  the  results,  and  the  absence  of  incentive  encouraging  concern 
with  the  data  

The  necessary  statistical  and  financial  data,  when  they  are 
available,  are  derived  from  separate  systems  which  are  often  the 
responsiblity  of  different  individuals.    For  example,  statistical 
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information  is  available  from  the  Automated  Management  Information 
System  (AMIS) ,  the  Patient  Treatment  File  (PTF) ,  and  a  separately 
maintained  departmental  file  (particularly  workload  statistics); 
financial  data  are  available  from  the  jurisdictional  accounting 
6ystem,  the  payroll  system,  or  the  RCS  14-4  cost  allocations  systems 
Each  system  is  a  discrete  entity,  however,  not  integrated  into  one 
financial  and  operational  management  system;  therefore,  extensive 
manual  effort  is  required  to  derive  managerial  benefit  from  the 
data  that  are  already  available.     Such  efforts  are  usually  not  made 
because  of  the  lack  of  incentives  to  foster  concern  for  the  infor- 
mation. 

...It  must  be  recognized,  however,  that  the  nature  of  the 
existing  distribution  procedures  and  system  precludes  their  trans- 
formation into  an  effective  financial  management  system  for  indi- 
vidual station  or  district  office  use. 


The  RCS  14-4  cost-distribution  report  is  prepared  manually  at  each 
field  station  through  the  combined  efforts  of  the  fiscal  office  and  the 
various  service  chiefs.     The  fiscal  office  prepares  worksheets  for  each 
cost  center,  listing  cost  for  individual  employees,  cost  for  total 
personnel,  and  a  total  for  other  costs.     The  service  chief  is  responsible 
for  allocating  the  time  of  individual  employees  by  bed  section  or  by 
special  medical  program.     The  service  chief  also  distributes  work  units 
to  the  appropriate  category.     Calculations  are  then  performed  to 
distribute  total  costs.  The  information  is  transmitted  to  Austin, 
where  it  is  incorporated  into  a  quarterly  report.  The  RCS  14-4  is 
not  used  for  management  purposes  at  field  stations,  where  it  is  regarded 
as  a  Central  Office  requirement.     In  the  field  stations,  questions 
have  been  raised  about  the  figures: 

•  Even  among  service  chiefs  at  the  same  institution,  there  is 
lack  of  uniformity  in  the  procedure  used  to  complete  the  report. 

•  Preparation  of  the  RCS  14-4  involves  extensive  estimation  and 
individual  judgment,  without  adequate  guidelines. 

•  Inspection  of  a  sample  of  RCS  14-4  printouts  revealed  obvious 
inconsistencies  and  out-of-range  figures  that  were  not  detected  as  errors 

•  Because  the  RCS  14-4  is  used  for  budget  decisions,  there  may 
be  a  tendency  to  bias  the  figures. 

Summary  of  Findings 

Although  the  DM&S  is  responsible  for  managing  the  largest  hospital 
system  in  the  country,  it  does  not  have  an  integrated  management 
information  system.    AMIS  and  PTF  are  oriented  primarily  toward  producing 
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statistical  information  for  the  Central  Office  to  include  in  periodic 
publications  and  for  allocating  resources;  they  are  not  responsive 
to  ad  hoc  requests  for  data.  RCS  14-4,  which  is  used  by  the  VACO  for 
budgetings  has  serious  inadequacies.     In  all  these  systems,  the 
quality  of  the  data  produced  vas  found  to  be  variable. 

Most  hospitals  rely  on  informal  manual  systems  for  keeping  track 
of  primary  data  that  they  consider  necessary. 

There  is  no  clear  point  of  responsibility  and  authority  within  the 
DM&S — or  anywhere  in  the  VA — for  the  DM&S  management  information  systems. 
Responsibilities  are  distributed  among  the  Controller,  the  DDM,  and  the 
DM&S — and  within  the  DM&S  between  two  services.  Because  many  are 
responsible,  no  one  is  responsible. 


CHAPTER  7.     AMBULATORY  CARE 

Medical  care  provided  to  patients  wh'o  are  ambulatory — whether  the 
services  provided  are  those  usually  labeled  "primary  care,"  " posthospital 
follow-up  care,"  or  "treatment  and  monitoring  of  patients  with  chronic 
disease" — is  a  key  component  of  any  health-care  system.  High-quality 
medical  care  cannot  be  provided  to  any  population  without  adequate 
provisions  for  ambulatory  care.  The  characteristics  and  location 
of  the  facilities,  the  staff  of  health  professionals,  the  supporting 
technical  and  administrative  services,  and  the  organizational  arrangements 
for  providing  ambulatory  care  should  be  such  as  to  afford  outpatients 
reasonable  access  to  competent  diagnostic  and  therapeutic  services  and  to 
ensure  appropriate  continuity  of  care.     Moreover,  the  system  should  provide 
for  appropriate  administrative  and  professional  relationships  between 
outpatient  care  and  all  types  of  inpatient  care,  including  extended  care. 

The  Committee  assessed  the  VA  outpatient-care  program  with  the  above 
criteria  in  mind.     It  was  aware  that  ambulatory  or  outpatient  care*  in  the 
VA  was  subject  to  specific  statutory  and  structural  constraints.  Moreover, 
during  the  period  of  this  study,  outpatient-care  programs  were  undergoing 
significant  changes  as  a  consequence  of  the  provision  in  Public  Law  93-82 
that  authorized  outpatient  care  for  veterans  without  service-connected 
disabilities,  if  such  care  was  required  "to  obviate  the  need"  for 
inpatient  care.  But,  because  the  Congress  requested  that  this  study 
focus  on  the  resources  required  to  provide  "high  quality  care  to  eligible 
veterans,"  the  criteria  listed  in  the  opening  paragraph  of  this  chapter 
were  adopted. 

The  VA  data  system  does  not  provide  data  on  outpatients  similar  to 
those  available  on  inpatients  in  the  Patient  Treatment  File.  The  available 
data  on  outpatients  consist  of  statistics  on  patient  visits  recorded 
by  administrative  categories  (e.g.,  prebed  care,  posthospital  care, 
and  compensation  examinations).  Moreover,  the  Committee  found  that  even 
these  data  cannot  be  considered  reliable,  because  the  definition  of  what 
constitutes  a  single  outpatient  visit  was  not  interpreted  uniformly 


♦The  Committee  uses  the  terms  "ambulatory  care"  and  "outpatient  care"  syno- 
nymously. The  VA  at  one  time  attached  different  meanings  to  the  two  terms: 
"outpatient  care"  referred  only  to  care  associated  with  an  episode  of  hospi' 
talization,  and  "ambulatory  care"  referred  to  all  other  outpatient  visits. 
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by  all  hospitals  .1_/    Consequent  ly ,  the  Committee  undertook  special  data- 
collection  efforts:  interviews  of  a  sample  of  1,803  outpatients  were 
conducted  in  a  sample  of  17  hospitals;  a  special  patient  Tisit  form 
was  administered  in  two  satellite  clinics  and  the  outpatient  clinics 
in  seven  VA  hospitals,  yielding  a  total  of  12,213  visit  forms  pertaining 
to  9,801  patients;  and  the  professional  judgments  of  expert  consultants 
were  used  to  review  outpatient  care  during  multipurpose  visits  to  27 
hospitals.     Data  were  also  obtained  on  the  disposition  of  applicants 
for  care  at  a  sample  of  18  hospitals,  on  the  attitudes  and  experiences 
of  a  sample  of  veterans,  and  on  the  characteristics  and  attitudes 
of  a  sample  of  the  VA  professional  staff. 

Facilities 

A  total  of  214  multipurpose  VA  outpatient  clinics  were  in  operation 
in  February  1976.    Most  were  in  the  171  VA  hospitals,  but  32  hospitals 
also  had  geographically  separated  multipurpose  satellite  outpatient 
clinics.    A  number  of  hospitals  have  small  single-purpose  satellite 
clinics,  most  of  which  provide  some  type  of  psychiatric  outpatient  care. 
There  are  seven  free-standing  outpatient  clinics  not  administratively 
related  to  a  VA  hospital,  a  clinic  in  a  free-standing  domiciliary-care 
unit,  and  three  regional  clinics — in  Manila,  Honolulu,  and  Juneau. 
Twelve  ambulatory  clinics  were  under  construction  in  February  1976. 

The  adequacy  of  facilities  and  equipment  was  assessed  in  24  hospitals 
visited. 2/    Equipment  was  considered  adequate  in  24  hospitals,  but 
outpatient-care  space  in  eight  of  them  was  considered  inadequate — either 
there  was  insufficient  space  or  it  was  poorly  arranged.    To  judge 
from  this  sample,  outpatient-care  facilities  are  inadequate  at  perhaps 
one-third  of  the  hospitals. 

More  important  considerations  are  the  scarcity  and  geographic 
distribution  of  outpatient  facilities.    With  only  214  VA  clinics  in 
the  entire  country,  there  must  be  many  veterans  who  do  not  live  close 
to  a  clinic.     Of  the  sample  of  1,803  outpatients  interviewed,  53% 
lived  within  25  miles  of  a  clinic,  and  32%  lived  more  than  50  miles 
from  the  nearest  clinic.    Only  36%  lived  within  30  minutes  of  a  clinic. 
Most  VA  patients  have  to  travel  much  farther  than  other  people  to 
receive  outpatient  care.     A  1970  nationwide  survey  3/  of  the  general 
public  found  that  51%  were  able  to  reach  their  regular  source  of  medical 
care  (i.e.,  doctor's  office  or  outpatient  clinic)  within  15  minutes  and 
a  total  of  89%  within  30  minutes.    The  small  number  of  VA  outpatient 
clinics  poses  serious  problems  of  access  to  outpatient  care  for  many 
eligible  veterans  who  use — or  would  like  to  use — the  VA  system. 

In  addition  to  being  relatively  scarce,  the  facilities  are  not  well 
distributed  geographically.     Demand  varies  widely  among  clinics,  inasmuch 
as  most  of  them  are  in  hospitals  whose  patient-care  demands  vary  widely. 
Among  the  135  general  hospitals,  for  example,  applications  per  bed 
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per  year  varied  from  5  to  95  in  fiscal  year  1975.    This  is  primarily  a 
function  of  geographic  location.     Of  the  patients  who  apply  for  care, 
the  fraction  treated  as  outpatients,  as  opposed  to  being  hospitalized, 
varies  widely  among  hospitals.     Disposition  is  correlated  with  application 
pressure:    hospitals  with  high  application  pressures  treat  a  larger 
fraction  of  their  applicants  as  outpatients  than  do  hospitals  with 
low  application  pressures.     (This  is  discussed  more  fully  in  Chapter  8.) 
Because  most  outpatient  clinics  are  part  of  a  hospital,  and  because 
average  daily  patient  census  is  the  prime  "workload"  indicator  used 
to  determine  a  hospital's  budget,  4/  there  are  strong  indications  that 
utilization  of  outpatient  facilities  is  correlated  with  a  hospital's 
inpatient  admission  and  retention  policies  more  closely  than  with  the 
medical  needs  of  the  patients  who  apply  for  care.     (See  Chapter  8.) 

El igibility 

The  eligibility  requirements  have  always  been  more  restrictive  for 
outpatient  care  than  for  hospital  care.     Before  August  1973,  it  was  hot 
legally  possible  for  a  veteran  who  was  ill  and  unable  to  pay  for  medical 
care  to  use  VA  ambulatory-care  services  for  diagnosis  and  treatment 
of  a  non-service-connected  disability,  even  though — from  a  medical 
standpoint — that  was  the  appropriate  way  to  treat  him.     In  practice, 
such  patients  were  usually  hospitalized. 

Public  Law  93-82,  enacted  in  August  1973,  authorized  outpatient  care 
for  patients  without  service-connected  disabilities,  if  the  care  was 
provided  "to  obviate  the  need  for  hospitalization."    Although  this 
is  still  more  restrictive  than  is  the  case  for  inpatient  care,  many 
hospitals  began  to  treat  more  veterans  without  service-connected 
disabilities  on  an  outpatient  basis. 

Outpatient  care  has  been  growing  every  year  since  1969.    As  can 
be  seen  in  Table  7-1 ,  the  growth  rate  has  exceeded  102  per  year  since 
1970,  with  the  growth  of  "staff  visits"  generally  exceeding  that  of 
"fee  visits".     ("Staff  visits"  refers  to  outpatient  care  provided 
in  VA  facilities;  "fee  visits,"  to  outpatient  care  provided  in  non-VA 
facilities,  but  paid  for  by  the  VA.)    From  1969  through  1976,  "staff 
visits"  increased  by  146%,  while  "fee  visits"  increased  by  86%. 

The  Congress,  noting  the  large  increase  in  outpatient  care  for 
veterans  without  6ervice-connected  disabilities  since  the  enactment 
of  PL  93-82,  5/  amended  the  eligibility  provisions  again  in  Public 
Law  94-581,  the  Veterans'  Omnibus  Health  Care  Act  of  1976,  which  was 
6igned  into  law  on  October  22,  1976.    The  thrust  of  the  new  legislation, 
as  it  pertained  to  outpatient  care,  was  to  emphasize  Congressional 
intent  to  restrict  access  to  outpatient  care  by  establishing  a  statutory 
hierarchy  of  priorities  for  eligibility.     The  Congress  also  expressed 
concern  over  the  growth  of  fee-basis  outpatient  care  and  indicated 
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TABLE  7-1 


Growth  in  Outpatient  Visits,  by  Type  of  Visit,  1969-1976 


Staff 

Visits 

Fee 

Visits 

Total 

Visits 

2 

Increase 

%  Increase 

%  Increas 

over 

over 

over 

Fiscal 

No., 

Prior 

No.  , 

Prior 

No.  , 

Prior 

Year 

thousands 

Year 

thousands  Year 

thousands 

Year 

C  111. 
J  ,  /  IH 

1,174 

6  ,948 

1970 

6,136 

6 

1,176 

0 

7,312 

5 

1971 

6,798 

11 

1,266 

6 

8,064 

10 

1972 

7,930 

17 

1,597 

26 

9,527 

18 

1973 

9,165 

16 

1,693 

6 

10,858 

14 

1974 

10,458 

14 

1,809 

7 

12,267 

13 

1975 

12,596 

20 

2,035 

12 

14,631 

19 

1976 

14,223 

13 

2,187 

7 

16,410 

12 

SOURCE : 

VA,  Office 

of  Statistics 

and  Reports 

its  clear  intent  to  have  the  VA  limit  its  f ee-f or-service  care  as  much 
as  possible. 

In  sum,  the  easing  of  eligibility  constraints  in  1973  to  permit  the 
lowest-priority  veterans  (i.e.,  those  without  service-connected  disabili- 
ties) to  receive  outpatient  care  stimulated  a  further  increase  in  the 
already  substantial  growth  of  outpatient-care  visits.  The  Congress 
has  now  indicated  that  it  has  no  interest  in  expanding  the  capacity 
of  the  system  to  provide  even  more  outpatient  care  for  low-priority 
veterans.    The  effects  of  the  new  law  will  not  be  known  for  some 
time,  but  the  Committee  believes  that  its  principal  consequence  is 
predictable:    many  patients  will  be  hospitalized  unnecessarily. 


Staff 

The  VA  reported  that  24,100  full-time  equivalent  employees  (FTEE) 
were  charged  to  outpatient  care  on  June  30,  1976.    This  was  14%  of 
the  total  of  172,300  FTEE  charged  to  the  medical-care  appropriation. 

The  physicians  assigned  to  ambulatory  care  differ  from  other  VA 
staff  in  a  number  of  important  ways:     proportionately  more  full-time 
physicians  work  in  outpatient  clinics  than  in  other  services;  they 
are  somewhat  older  than  other  VA  physicians;  a  smaller  fraction  have 
faculty  appointments;  and  a  smaller  fraction  are  board-certified  or 
board-eligible.     Table  7-2  summarizes  the  comparison. 
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TABLE  7-2 


Characteristics  of  VA  Physicians,  6/  by  Type  of  Service  Delivered 


Characteristic 


Outpatient  Hospital 
Services  Services 


Fraction  of  physicians,  2: 
Full-time 
Part-time 


72 
28 


61 
39 


Fraction  of  full-time  physicians,  %: 
65  or  older 

With  faculty  appointment 

Board-certified 

Board-eligible 


21 
17 

25 
40 


8 

60 
59 
30 


Fraction  of  part-time  physicians,  %: 
65  or  older 

With  faculty  appointment 
Board-certi  f ied 
Board-eligible 


21 
51 
56 
33 


4 
89 
76 
22 


SOURCE:     NAS  survey  of  VA  physicians,  1975 

The  visitors  to  a  sample  of  hospitals  concluded  that  eight  had 
insufficient  numbers  of  physicians  assigned  to  outpatient  care, 
16  were  adequately  staffed  with  physicians,  and  one  was  overstaffed. 
The  same  review  found  that  10  facilities  had  insufficient  numbers 
of  nurses  assigned  to  outpatient  care  and  15  were  adequately  staffed 
with  nurses.     Six  of  the  facilities  were  inadequately  staffed  with 
social  workers,  and  nine  with  administrative  support  personnel.  The  site 
visitors  considered  the  qualifications  of  the  professional  personnel  to  be 
adequate  at  17  of  the  facilities,  inadequate  at  four,  and  outstanding  at 
three . 


A  directive  issued  by  the  VA  Central  Office  in  1975  7/  required 
that  all  separate  admitting  and  outpatient  services  in  VA  hospitals  be 
discontinued  and  that  each  clinical  service  be  assigned  full  responsi- 
bility for  its  own  outpatient  care.    Overall  responsibility  for  super- 
vision and  coordination  of  the  admitting  and  outpatient  activities 
was  to  be  assigned  either  to  the  chief  of  the  major  inpatient  service 
at  the  hospital  or  to  the  holder  of  the  new  position  of  assistant 
chief  of  staff  for  ambulatory  care. 


Organization  of  Outpatient  Services 
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The  organization  of  outpatient  care  remains  a. serious  problem 
for  the  VA.  At  11  hospitals,  the  Committee's  ambulatory-care  visiting 
consultants  rated  the  overall  organization  of  outpatient  care  as 
inadequate;  13  were  rated  adequate;  none  was  considered  outstanding. 
The  findings  suggest  that  organization  and  management  of  ambulatory 
care  in  a  substantial  number  of  hospitals  are  seriously  deficient. 

Characteristics  of  Outpatients 

About  67%  of  the  sample  of  1,803  outpatients  interviewed  said  that 
they  considered  the  VA  their  usual  source  of  outpatient  care.  Only 
17%  said  that  they  had  a  private  physician,  compared  with  74%  of  the 
respondents  in  the  survey  of  a  sample  of  all  veterans  conducted  by 
the  Committee.    About  69%  of  the  outpatients  were  unemployed;  21% 
were  employed  full-time.    About  75%  of  of  the  outpatients  had  been 
hospitalized  in  a  VA  hospital  before.     Some  38%  had  used  outpatient 
facilities  at  other  VA  hospitals;  82%  had  received  outpatient  care 
previously  at  the  same  hospital;  and  75%  had  been  seen  at  the  same 
clinic  for  the  same  problem. 

As  shown  in  Table  7-3,  the  age  distribution  of  outpatients  in 
hospitals  does  not  differ  from  that  of  inpatients. 

TABLE  7-3 

Age  Distribution  of  VA  Patients,  by  Location  of  Care 


Outpatients,  % 
Inpatients;  2  7  All 

Age,  Years  %  Satellites      Hospitals      Veterans,  % 


Under  35  16  19  17  24 

35-44  11  11  10  22 

45-54  28  30  27  29 

55-64  25  28  26  17 

65  and  over  20  12  20  8 


SOURCES:    VA  Annual  Report,  1975;  NAS  studies  of  outpatient  care  and 
demographic  trends  in  veteran  population. 


Characteristics  of  Outpatient  Care 

Half  the  patients  in  the  sample  outpatient  departments  studied  spent 
less  than  2  hours  at  a  specific  clinic,  but  23%  stayed  longer  than 
4  hours.    At  the  satellite  clinics,  the  visits  were  shorter:  75% 
took  less  than  2  hours,  and  only  5%  took  more  than  4  hours. 
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Between  60  and  80%  of  all  outpatients  were  told  to  return  at  a 
specified  time  to  the  same  clinic  after  their  outpatient  visits.  These 
data  are  comparable  with  those  from  a  national  survey  of  ambulatory 
medical  care,  8/  which  reported  that  62-74%  of  male  and  female  adult 
patients'  visits  to  physicians'  offices  ended  in  the  disposition, 
"return  at  a  specified  time." 

In  the  sample  of  14,316  outpatient  visit  forms  collected  from  seven 
hospitals  and  two  satellite  clinics,  8%  of  the  patients  were  hospitalized 
after  their  visits.     Of  an  additional  2,103  patients  who  visited  admission 
clinics,  272  were  hospitalized.     (As  discussed  in  Chapter  8,  the  fraction 
of  applicants  for  care  who  are  hospitalized  ranges  from  less  than 
202  at  some  hospitals  to  over  80%  at  others.)     The  national  survey 
of  ambulatory  care  conducted  by  the  National  Center  for  Health  Statistics 
8/  found  that  less  than  3%  of  all  adults  who  visited  physicians  in 
their  offices  were  referred  for  admission  to  a  hospital.     It  is  not 
known  to  what  extent  the  reported  differences  are  due  to  differences 
in  population  characteristics,  admission  policies,  or  both. 

Although  the  Committee  did  not  attempt  to  assess  systematically  the 
quality  of  outpatient  care  provided  in  VA  clinics,  the  Committee's 
visits  to  27  VA  hospitals  provided  the  ambulatory-care  experts  on  the 
visiting  teams  an  opportunity  to  observe  and  comment  on  many  factors 
that  affect  the  quality  of  care.     For  example,  many  called  attention 
to  serious  problems  regarding  continuity  and  comprehensiveness  of  care. 
Both  attributes  are  essential  to  high-quality  medical  care.    The  visitors 
noted  that  it  was  difficult  or  even  impossible  to  provide  continuity  of 
care — not  to  mention  comprehensive  care — in  the  VA,  because  of  restrictive 
and  confusing  eligibility  requirements,  qualitative  and  quantitative 
inadequacy  of  facilities,  and  inadequacies  of  professional  staffing 
and  organization.     Many  visitors  also  noted  other  factors  that  adversely 
affect  the  quality  of  outpatient  care  in  many  VA  facilities:  inadequate 
professional  coverage  at  night,  on  weekends,  and  on  holidays;  slow 
laboratory  and  radiologic  services;  inadequate  patient  records;  an 
inadequate  data  system  that  makes  reasonable  planning  all  but  impossible; 
and  the  lack  of  any  systematic  evaluation  of  the  ambulatory-care  system 
or  of  the  quality  of  care  provided  to  outpatients. 

Summary  of  Findings 

The  VA  hospital  system  is  organized,  and  its  resources  are  allocated, 
primarily  to  supply  inpatient  hospital  services.    Outpatient-care  services 
in  many  VA  hospitals  do  not  have  adequate  staff  or  facilities,  are  not 
well  organized,  and  are  not  managed  effectively.  Most  outpatient  clinics 
are  in  hospitals  and  are  directed  by  physicians  whose  primary  responsi- 
bilities are  for — and  whose  primary  interests  are  in — inpatient  clinical 
services . 
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Before  passage  of  Public  Law  93-82  in  August  1973,  outpatient  care 
was  much  more  restricted  by  eligibility  constraints  than  was  hospital 
care.     Public  Law  93-82  eased  these  restrictions  and  stimulated  growth  in 
outpatient  visits  by  veterans  without  service-connected  disabilities. 
However,  access  to  outpatient  services  i6  hampered  by  the  relatively 
small  number  of  clinics  and  limited  capacity.    Rather  than  expand 
outpatient  capacity  to  keep  pace  with  what  appeared  to  be  a  potential 
for  substantial  growth  in  demand  for  such  services,  the  Congress, 
in  Public  Law  94-581,  directed  the  VA  to  use  eligibility  priorities 
in  restricting  access  to  outpatient  care. 

A  large  majority  of  the  veterans  who  use  ambulatory  services  have 
no  private  physicians  or  other  sources  of  care  and  are  recurrent  users 
of  the  outpatient  and  inpatient  services  of  the  VA. 

As  currently  set  up,  the  ambulatory-care  programs  in  many  VA 
facilities  cannot  provide  comprehensive,  continuous  care  of  high  quality. 


CHAPTER  8.     HOSPITAL  CARE:  GENERAL 


Although  the  Congress  has  broadened  the  original  VA  health  mission — 
to  provide  hospital  care  to  veterans  with  service-connected  disabilities — 
by  relaxing  eligibility  requirements  and  authorizing  more  types  of  health 
services,  the  original  mission  still  dominates  the  tone  of  the  current 
statutory  authority.  The  present  allocation  of  beds,  other  facilities, 
and  6taff  to  the  major  clinical  services,  the  budgeting  procedures 
and  criteria,  and  the  current  construction  plans  all  indicate  that 
the  central  concern  of  the  VA  continues  to  be  inpatient  hospital  care. 
The  system  is  best  fitted  to  give  episodic  inpatient  care,  but  most 
patients  are  hospitalized  with  acute  exacerbations  of  chronic  conditions 
that  need  continuing  management.     Outpatient  care  and  extended  care, 
now  used  mainly  as  adjuncts  to  hospital  care,  permit  more  appropriate 
use  of  the  hospital  and  greater  continuity  in  care. 

This  chapter  examines  the  admission  and  retention  of  patients  in  VA 
hospitals.     It  serves  as  the  introduction  to  the  next  four  chapters, 
which  discuss  the  three  major  inpatient  services  of  medicine,  surgery, 
and  psychiatry  and  the  special  service,  rehabilitation,  that  is  associated 
with  them.     Three  principal  sources  of  data  have  been  used  in  the 
analyses:     existing  VA  data,  primary  data  collected  by  Committee  staff 
in  a  sample  of  27  VA  hospitals,  and  professional  judgments  obtained 
through  visits  to  44  VA  hospitals. 

The  VA's  Patient  Treatment  File  (PTF)  for  fiscal  year  1975  was  the 
principal  VA-created  data  bank  used  for  the  analysis  of  inpatient  care. 
It  is  a  computerized  file  of  all  discharges  from  inpatient  care  in 
a  fiscal  year,  containing  demographic  and  eligibility  characteristics 
of  the  patients,  dates  of  admission  and  discharge,  discharge  diagnoses, 
bed  sections,  and  dates  and  types  of  surgical  procedures.     It  does 
not  contain  information  on  treatment  or  on  the  patients'  condition 
at  admission  or  discharge. 

Information  in  greater  depth  on  inpatient  care  in  the  three  major 
services  was  collected  expressly  for  this  study  in  samples  of  hospitals 
drawn  by  the  "controlled  selection"  method  of  Goodman  and  Kish.jV 
A  sample  of  approximately  10%  of  the  system,  consisting  of  14  general 
and  four  psychiatric  hospitals,  was  used  for  an  examination  of  the 
process  and  outcome  of  care  in  cohorts  of  100  medical  patients,  50 
surgical  patients,  and  100  psychiatric  patients  in  each  sample  hospital. 
In  addition,  a  1-day  census  in  the  sample  hospitals  provided  a  cross- 
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sectional  view  of  the  patient  population  and  the  professional  services 
being  provided,  and  a  6tudy  of  400  applications  to  each  hospital  provided 
information  on  the  characteristics  of  veterans  who  apply  for  care  and  on 
the  disposition  of  the  applications. 

In  a  separate  sample  of  seven  general  and  two  psychiatric  hospitals 
(about  5%  of  the  system),  intensive  studies  of  staff  distribution, 
performance,  and  workload  were  carried  out. 

Site  visits  by  multidi sciplinary  teams  of  experts  to  the  18  hospitals 
in  the  10%  sample  and  the  nine  hospitals  in  the  5%  sample  provided 
qualitative  assessments  of  inpatient  care.  Selected  aspects  of  the 
structure  and  process  of  care  were  reviewed  during  1.5-day  visits  to  these 
27  hospitals.  Independently,  a  team  of  experts  in  rehabilitation  medicine 
appraised  rehabilitation  programs  in  23  VA  hospitals,  six  of  which  were  in 
the  general-purpose  site-visit  sample. 

An  analysis  of  the  interplay  of  various  factors  that  affect  the 
performance  of  all  hospitals  may  be  a  useful  introduction  to  the  examina- 
tion of  the  component  inpatient  services  of  medicine,  surgery,  psychiatry, 
and  rehaDi litation .  The  most  important  factors  appear  to  be  the  allocation 
of  beds  in  relation  to  the  geographic  distriDution  of  the  veteran  population 
(discussed  in  Chapter  4),  the  proportion  of  the  veteran  population  that 
looks  to  tne  VA  for  its  health  care  (Chapter  2),  and  the  variations  among 
hospitals  in  admission  rates,  lengths  of  stay,  and  occupancy  rates. 

Applications  in  Relation  to  Population 

The  VA  has  divided  the  more  than  3,000  counties  of  the  United  States 
into  119  primary  service  areas  (PSAs);  each  contains  at  least  one  of  the 
135  general  hospitals  in  the  VA  system.  Chapter  4  notes  the  uneven  geogra- 
phic distribution  of  the  acute-care  beds  vis-a-vis  the  28.6  million 
veterans.     Some  PSAs  have  fewer  than  100  veterans,  or  potential  users,  per 
bed,  whereas  others  have  more  than  1,500. 

However,  only  a  small  fraction  of  all  veterans  receive  their  health 
care  from  the  VA.  Table  8-1  shows  the  distribution  of  the  119  PSAs 
according  to  two  variables:  the  veteran  population  in  each  PSA  and  the 
proportion  of  that  population  that  applied  to  the  VA  hospitals  in  the  area 
during  fiscal  year  1975.    The  numbers  of  applicants  have  been  adjusted  to 
reflect  the  fact  that  many  veterans  apply  more  than  once  in  a  year. 

In  all  10  of  the  PSAs  with  more  than  500,000  veterans  each,  the 
proportion  of  veterans  applying  for  care  in  fiscal  year  1975  was  less  than 
42.     However,  among  smaller  PSAs,  there  was  a  considerable  range  in  rates 
of  application,  from  less  than  2%  to  more  than  10%.     Differences  may  be 
related  to  socioeconomic  conditions,  the  availability  of  alternative 
sources  of  care,  and  the  accessibility  of  the  VA  hospitals. 
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TABLE  8-1 

Distribution  of  Primary  Service  Areas  (PSAs),  by  Veteran  Population  in 
Each  PSA  and  by  Fraction  of  Veterans  in  Each  PSA  Who  Applied  for 
Care  at  VA  Hospitals  in  FY  1975 


Veteran 

Population 

of  PSA,  thousands 


No.  PSAs 


Fraction  of  PSA's,  % 


Less  than 
4%  of  Veterans 
Applied  to  VA 


U%  and  more 
of  Veterans 
Applied  to  VA 


Fewer  than  100 

100-199 

200-499 

500-799 

800+ 


32 
36 
41 
5 
5 


41 
61 
71 
100 
100 


59 
39 
29 
0 
0 


SOURCE:     Special  NAS  analysis  of  data  supplied  by  VA 


Applications  in  Relation  to  Beds 

Findings  from  a  study  of  400  applications  for  care  received  at  each 
hospital  in  the  10%  sample  and  from  interviews  with  1,800  outpatients 
in  17  hospitals  indicate  that  most  veterans  who  use  the  VA  hospitals 
regard  the  VA  as  their  primary  health-care  provider.     Most  do  not  have 
tneir  own  doctors.     In  applying,  each  is  seeking  medical  attention 
for  a  health  problem,  but  not  necessarily  asking  for  hospitalization. 

Most  applicants  come  to  the  VA  with  acute  episodes  of  chronic  condi- 
tions. Psychiatric  problems  (especially  alcoholism  and  neuroses),  heart 
disease,  diseases  of  the  circulatory  and  respiratory  systems,  and  symptoms 
referable  to  the  joints  accounted  for  over  half  the  applications  to 
general  hospitals.  The  analysis  that  follows,  therefore,  is  focused 
on  the  acute  inpatient  facilities  available  for  acute  problems.  It 
is  confined  to  the  135  general  hospitals,  inasmuch  as  different 
considerations  apply  to  the  psychiatric  hospitals. 

The  number  of  applications  per  year  received  by  the  hospitals  varies 
widely.     The  pressure  of  demand  for  care,  as  indicated  by  the  number  of 
applications  per  bed,  varies  among  the  135  general  hospitals  from  5  to  95 
applicants  per  bed  per  year.     Table  8-2  shows  the  distribution  of  hospitals 
by  size  of  hospital  and  by  application  pressure. 

It  is  apparent  that  the  size  of  a  hospital  is  not  related  to  the  ap- 
plication pressure  on  it.     In  each  demand  category,  there  are  both  large 
and  small  hospitals.  This  finding  suggests  that  decisions  on  numbers 
of  beds  to  be  operated  are  not  based  primarily  on  the  current  volume 
of  demand. 
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TABLE  8-2 


Application  Rates  by  Hospital  Size,  among  VA  General  Hospitals,  1975 


No.  Hospitals,  by 

No .  Acute 

.fore 

Applications 

Fewer 



per  Bed 

than 

per  Year 

250-499 

500-749 

/  J\J    7  5  7 

i  nnn+ 

X , UUuT 

AO  Lai. 

5-11 

1 

1 

6 

2 

10 

11-20 

9 

4 

3 

3 

3 

22 

21-30 

14 

13 

6 

5 

1 

39 

31-40 

.9 

15 

5 

2 

1 

32 

41-50 

8 

6 

4 

1 

1 

20 

51-60 

3 

4 

1 

8 

61-95 

1 

3 

4 

Total 

42 

42 

31 

14 

6 

135 

SOURCE:     Veterans'  Administration  Summary  of  Medical  Programs,  Preliminary, 
June  1975,  Committee  on  Veterans'  Affairs,  House  of  Representatives,  94th 
Congress . 

Critical  to  the  validity  of  this  conclusion  is  the  comparability  of 
the  applications  for  care  among  hospitals.     In  the  sample  of  14  general 
hospitals,  analysis  of  400  applications  from  each  hospital  showed 
only  minor,  statistically  insignificant  differences  among  hospitals 
in  eligibility  status  and  demographic  characteristics  of  the  applicants. 
Furthermore,  the  broad  spectrum  of  diagnostic  categories  was  similar 
from  hospital  to  hospital.     In  other  words,  the  same  kinds  of  veterans, 
with  the  same  kinds  of  problems,  turned  to  the  VA  for  their  health  care 
in  each  of  the  14  localities .If    Given  the  comparability  of  applicants, 
the  wide  range  among  hospitals  in  applications  per  bed  is  another 
indication  that  beds  are  not  distributed  geographically  in  the  VA 
system  in  anything  approaching  an  equal  relationship  to  demand 
(or  need).     This  conclusion  is  further  supported  by  the  relationship 
between  application  pressure  and  admissions. 

Admissions  in  Relation  to  Applications 

The  numbers  of  applications  for  care  received  and  the  numbers  of 
operating  beds  in  a  hospital  cannot  be  changed  in  the  short  run  by 
a  hospital  administrator.  Three  factors,  however,  are  subject  to 
the  administrator's  control:     the  admission  rate,  the  length  of  stay,  and 
the  occupancy  rate.    The  relationships  of  these  factors  to  applications 
per  bed  per  year  were  analyzed. 
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All  applicants  for  care  to  all  hospitals  in  the  sample  received 
medical  attention  on  the  day  of  their  application,  except  for  a  handful 
of  veterans  who  left  before  seeing  a  physician,  were  referred  to  other 
agencies  for  programs  that  the  VA  did  not  have,  or  were  ineligible 
for  care.     In  all  14  sample  general  hospitals  comDined,  the  care  was 
completed  on  the  first  visit  for  17%  of  the  applicants,  43%  were 
scheduled  for  further  outpatient  care,  and  36%  were  admitted  to  the 
hospital.     Analysis  showed  the  applicants'  characteristics  and  health 
problems  to  be  roughly  similar  among  hospitals,  so  it  seems  reasonable 
that  the  proportion  requiring  hospitalization  would  also  be  similar  in 
all  hospitals.     There  is,  however,  a  tremendous  range  in  the  proportion 
of  applicants  admitted  to  the  hospitals:  from  28%  to  85%  in  the  14 
sample  hospitals  and  from  23%  to  over  90%  in  all  135  general  hospitals. 

As  shown  in  Figure  8-1,  the  admission  rate  is  inversely  related  to 
the  applications  per  bed. 31  In  hospitals  with  few  applicants  per  bed 
per  year  (i.e.,  little  competition  for  admission),  most  applicants 
are  hospitalized.     In  hospitals  with  many  applicants  per  bed  per  year 
(i.e.,  intense  competition  for  admission),  only  a  small  fraction 
of  the  applicants  are  hospitalized.     In  the  absence  of  evidence  that 
more  applicants  need  hospitalization  in  one  hospital  than  in  another, 
these  data  suggest  that  the  decision  to  hospitalize  is  influenced 
by  the  availability  of  hospital  beds. 

Length  of  Stay 

With  similar  applicants  applying  to  all  VA  hospitals  (i.e.,  the 
same  kinds  of  veterans  with  the  same  kinds  of  health  problems),  but  very 
different  admission  rates  among  hospitals,  the  result  is  differences 
in  patient  mix.     In  hospitals  that  admit  relatively  few  applicants, 
those  admitted  are  sicker  and  older  than  those  admitted  to  hospitals 
that  admit  practically  all  applicants.     In  hospitals  that  admit  a 
high  fraction  of  applicants,  many  patients  occupying  acute-care  beds 
have  less  serious  problems. 

Yet,  when  applications  per  bed  are  low,  the  stays  are  long,  whereas 
high  pressure  on  beds  is  associated  with  shorter  stays.  Table  8-3 
shows  the  distribution  of  135  hospitals  according  to  applications 
per  bed  and  mean  length  of  stay  4/  of  patients  discharged  in  fiscal 
year  1975. 

Because  the  low-demand  hospitals  also  admit  a  higher  proportion  of 
applicants,  it  appears  not  only  that  these  hospitals  admit  many  veterans 
whose  counterparts  are  treated  on  an  ambulatory  basis  in  other  VA 
hospitals,  but  also  that  they  keep  hospitalized  patients  longer  than 
do  hospitals  with  higher  demand. 
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TABLE  8-3 

Distribution  of  General  Hospitals,  by  Applications 
per  Bed  and  Length  of  Stay,  1975 

Ho.   No.  Hospitals  

Applications  Mean  Length  of  Stay,  days  

per  Bed  per  Year  Total      13-21      22-28      29-35      36-42  43+ 


Fewer  than  11  9  0  0  2  4  3 

11-20  23  8  5  8  2  0 

21-40  71  52  18  0  1  0 

41+  32  29  3  0  0  0 

Total  hospitals  135  89  26  10  7  3 


SOURCE:     Veterans'  Administration  Summary  of  Medical  Programs, 
Preliminary,  June  1975 

Rate  of  Occupancy 

The  occupancy  rate  is  the  result  of  decisions  concerning  how  many 
patients  to  admit  and  how  long  to  keep  them,  given  the  number  of  available 
beds.     In  this  study,  occupancy  rates  have  no  systematic  relationship  to 
applications  per  bed  per  year.     In  Table  8-4,  five  hospitals  with  low 
application  pressure  are  compared  with  five  hospitals  with  high  application 
pressure . 


TABLE  8-4 


Utilization  in  Low- 

and  High-Demand 

Hospitals , 

1975 

No.  Applications 

Fraction  of 

Ave.  Length 

Ave . 

Per  Bed 

Applicants 

of  Stay, 

Occupancy 

Hospital 

Per  Year 

Admitted,  % 

days 

Rate,  % 

Low  Demand : 

A 

6 

100 

39.4 

92.8 

B 

10 

67 

34.2 

70.6 

C 

10 

64 

31.4 

85.0 

D 

10 

100 

39.5 

78.6 

E 

11 

71 

39.1 

92.0 

High  Demand 

V 

57 

33 

20.1 

85.2 

w 

60 

36 

12.7 

75.3 

X 

60 

41 

14.6 

77.8 

Y 

64 

24 

19.4 

84.4 

z 

66 

32 

16.5 

94.2 

SOURCE:     Veterans'  Administration  Summary  of  Medical  Programs,  Preliminary, 
June  1975 
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The  fraction  of  the  beds  occupied  varies  among  hospitals,  but  not 
nearly  so  widely  as  the  admission  rates  and  lengths  of  stay.    The  range 
of  occupancy  rates  is  approximately  the  same  among  the  hospitals 
with  high  and  low  admission  pressures. 

It  is  clear  that,  where  application  pressure  is  low,  the  fraction 
admitted  is  high  and  stays  are  long;  when  application  pressure  is  high, 
the  fraction  admitted  is  low  and  stays  are  only  half  as  long.  Given 
that  roughly  similar  applicants  with  comparable  problems  are  requesting 
care,  it  appears  that  considerations  additional  to  medical  need  are 
influencing  the  hospitalization  rate  and  the  length  of  stay. 

Quality  of  Care 

The  complexity  of  measuring  the  quality  of  medical  care  has  been 
emphasized  by  most  writers  in  this  field  5/ ,  6/,  7/,  8/  and  is  confirmed 
by  those  who  have  tried  to  measure  it.     Quality  of  care  can  best  be 
described  as  a  multidimensional  set  of  attributes  that  can  be  assessed, 
according  to  Donabedian,  97  by  examining  three  broad  facets:  the 
structure,  the  process,  and  the  outcome  of  medical  care.  "Structure" 
refers  to  the  inputs  to  care  (e.g.,  facilities,  staff,  and  equipment); 
"process"  refers  to  what  happens  between  provider  and  patient  (i.e.,  the 
act  of  care-giving);  and  "outcome"  refers  to  effects  on  the  patient's 
health  status  resulting  from  the  care  given.     In  the  next  three  chapters, 
this  approach  has  been  variously  used  as  the  basis  for  assessing  quality 
of  care  in  the  three  major  VA  services:    medicine,  surgery,  and  psychi- 
atry.    In  the  evaluation  of  acute  inpatient  medicine,  it  has  been 
possible  to  measure  the  process  of  care  more  intensively  than  either 
structure  or  outcome.     In  the  assessment  of  surgery,  outcome,  as  reflected 
in  complication  and  mortality  rates,  has  been  emphasized.  The  review 
of  psychiatric  care  deals  primarily  with  structure,  although  some 
analysis  of  process  is  also  included. 

Summary  of  Findings 

There  are  very  large  differences  in  the  application  pressures 
experienced  by  VA  hospitals:     among  general  hospitals,  it  ranged  from 
5  to  95  applicants  per  bed  in  fiscal  year  1975.  Variation  in  application 
pressure  is  not  correlated  with  hospital  size:  in  each  demand  category, 
there  are  both  large  and  small  hospitals.     It  is  clear  that  the  decisions 
on  numbers  of  beds  to  be  operated  are  not  based  primarily  on  the  current 
volume  of  demand  for  care. 

Although  the  patients  who  apply  to  all  VA  general  hospitals  for  care 
are  very  similar  in  demographic  and  morbidity  characteristics,  the 
fraction  of  applicants  hospitalized  varied  from  23%  to  over  902  among 
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the  general  hospitals  in  the  system  in  fiscal  year  1975.     The  admission 
rate  was  found  to  vary  inversely  with  application  pressure:     in  hospitals 
where  there  are  few  applicants  per  bed  per  year,  most  are  hospitalized, 
and  vice  versa.     The  data  suggest  that  the  decision  to  hospitalize 
is  influenced  by  the  availability  of  hospital  beds.     Similarly,  data 
on  length  of  stay  show  that  hospitals  with  low  application  pressure 
not  only  admit  many  patients  who  at  other  hospitals  would  be  treated 
as  outpatients,  but  also  keep  their  patients  in  bed  longer. 

Occupancy  rates  were  found  to  have  no  systematic  relationship  to 
application  rates,  length  of  stay,  or  admission  rates. 
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CHAPTER  9.     HOSPITAL  CARE:     INPATIENT  MEDICINE 


From  its  inception  in  1922,  the  VA  medical-care  system  developed 
essentially  as  an  inpatient  system  of  episodic  care  for  eligible  veterans. 
Only  in  recent  years  has  a  significant  volume  of  ambulatory  care  begun 
to  be  delivered.     Current  legislative  authority  falls  far  short  of  allowing 
the  VA  medical  program  to  accept  responsibility  for  all  medical  services, 
including  prevention  and  health  maintenance,  for  its  eligible  patients. 
Thus,  internal  medicine  in  the  VA  is  historically  a  bed-bound  system  of 
care . 


The  Patients 

Patients  receiving  inpatient  medical  services  from  VA  hospitals  are  a 
special  segment  of  the  total  veteran  population.     Some  of  the  differences 
between  all  veterans  and  a  population  of  1,400  medical  inpatients  from  a 
10%  sample  of  VA  general  hospitals  are  highlighted  in  Table  9-1. 


TABLE  9-1 

Selected  Characteristics  of  All  Veterans  and  a  Sample  of  Veterans 
Hospitalized  in  Selected  VA  General  Hospitals 

All  Medical 
 Veterans  Inpatients 

Median  age,  years  44.3  57.1 

Fraction  married,  %  82.8  62.8 

Fraction  white,  %  92.3  81.9 

Fraction  receiving  VA  compensation  8.2  23.6 

for  service-connected  disabilities,  % 

Fraction  receiving  VA  pension  for  3.7  30.7 

non-service-connected  disabilities,  % 

SOURCE:     NAS  one-day  census  of  patients  in  14  general  hospitals,  1975 


The  fact  that  about  one-third  of  medical  inpatients  receive  a  pension 
for  non-service-connected  disabilities  indicates  the  low-income  status 
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t>f  this  group.     This  characteristic  is  also  seen  in  data  from  interviews 
with  VA  inpatients:     annual  family  incomes  were  below  $5,000  for  48%, 
above  $15,000  for  only  5%. 

The  VA  is  the  regular  source  of  medical  care  for  most  of  its  patients: 
79%  of  the  patients  discharged  from  medical  wards  in  the  10%  general- 
hospital  sample  had  been  in  a  VA  hospital  before.  This  proportion 
increased  from  61%  of  those  under  35  years  old  to  85%  of  those  over  65. 

The  distribution  of  the  10  most  common  primary  diagnostic  categories 
among  patients  discharged  from  acute  medical-bed  sections  in  1975  is  shown 
in  Table  9-2.     These  10  diagnoses  account  for  40.5%  of  all  discharges  from 
acute  medical  services.    The  second  most  common  primary  diagnosis  is 
alcoholism;  and  cirrhosis  of  the  liver,  one  of  its  major  consequences,  is 
eighth.     If  secondary  diagnosis  is  counted  as  well  as  primary  diagnosis, 
alcoholism  was  present  for  13.8%  of  all  patients  .^1/    Although  comparable 
figures  by  bed  section  are  not  available  for  hospitals  in  the  private 
sector,  extrapolations  from  the  Hospital  Discharge  Survey  of  the  National 
Center  for  Health  Statistics  2/  indicate  that  the  relative  frequency 
of  alcoholism  on  acute  medical  wards  in  the  VA  is  several  times  higher 
than  that  in  private  hospitals. 

Table  9-2  indicates  that  VA  hospitals  provide  a  great  deal  of  hospital 
care  for  acute  exacerbations  of  chronic  conditions.    This  case  mix  is 


TABLE  9-2 


Ten  Most  Common  Primary  Discharge  Diagnoses  in  Acute  Medical-Bed 
Sections  of  135  VA  General  Hospitals,  FY  1975 


ICDA 
Code* 


Diagnosis 


Rank 


Fraction  of  Medical 
Discharges,  % 


492 
162 


400-404 


412 
303 
250 


Chronic  ischemic  heart  disease 
Alcoholism 
Diabetes  mellitus 
Hypertensive  disease 
Emphysema 

Malignant  neoplasm  of  trachea, 


1 
2 
3 
4 
5 
6 


10.0 
7.3 
3.8 
3.6 
3.2 
3.0 


480-486 


571 
427 
410 


bronchus ,  and  lung 
Pneumonia 

Cirrhosis  of  liver 
Symptomatic  heart  disease 
Acute  myocardial  infarction 


7 
8 
9 

10 


2.8 
2.7 
2.3 
1.8 
40.5 


Total 


♦International  Classification  of  Diseases  Adapted,  Eighth  Edition. 


SOURCE:     VA  Patient  Treatment  File,  FY  1975 
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consistent  with  the  relatively  high  average  age  of  the  patient  population. 
Nine  of  the  ten  most  coaaon  diagnoses  require  continuing  medical  management. 

Quality  of  Acute  Medical  Care 

The  three  aspects  of  quality  of  care — structure,  process,  and  outcome — 
have  been  explored  in  various  degrees  in  the  evaluation  of  acute  medical 
services  in  the  VA.     Information  on  structure  comes  from  the  appraisal  of 
the  site  visitors  and  fron  data  on  numbers  of  professional  staff  providing 
care.  Process  was  measured  with  information  from  medical  records  and 
patient  questionnaires  from  cohorts  of  medical  patients  in  a  sample  of  14 
general  hospitals.  Patient  satisfaction,  obtained  from  the  postdi scharge 
questionnaire,  can  be  -considered  a  dimension  of  outcome  of  care. 

Structure 

At  each  of  the  21  VA  general  hospitals  visited,  a  consultant 
internist  on  the  site-visit  team  evaluated  the  acute  inpatient  medical 
service.  All  the  consultants  were  active  academic  clinicians  with  very 
broad  experience.  The  visits  were  carefully  prepared  and  detailed  protocols 
followed  in  collecting  information  and  reporting  the  findings.  The  consul- 
tants observed  facilities  and  equipment,  reviewed  medical  records, 
examined  patients,  and  interviewed  staff.     Several  structural  aspects 
of  the  medical  service  were  rated  inadequate,  adequate,  outstanding,  or 
indeterminate,  with  an  overall  rating  for  the  service.     Fifteen  different 
internists  participated  in  the  visits  to  general  hospitals. 

The  overall  quality  of  acute  inpatient  medicine  in  the  general 
hospitals  was  rated  by  the  visitors  as  outstanding  in  five  hospitals, 
adequate  in  13  nospitals,  and  inadequate  in  three  hospitals.  Although 
the  visitors  reported  some  serious  problems  in  the  quality  of  medical 
care  in  three  hospitals  in  the  sample,  the  great  majority  of  general 
hospitals  visited  appear  to  be  delivering  ''mainstream"  acute  inpatient 
medical  care.     The  ratings  are  shown  by  hospital  in  Table  9-3  for 
the  14  general  hospitals  on  which  other  detailed  data  are  available. 

Physician  manpower  has  two  components:  the  number  of  persons  with' 
medical  degrees  who  receive  all  or  part  of  their  salary  from  the  VA  has 
been  converted  into  full-time-equivalent-employee  (FTEE),  whereas 
house  staff  have  been  counted  on  the  basis  of  the  number  of  positions 
for  interns  and  residents  paid  for  by  the  VA.     The  VA  calculates  house 
staff  FTEE  by  considering  each  filled  position  as  0.5  FTEE.     The  average 
medical  service  among  the  14  sample  hospitals  in  Table  9-3  had  10.5 
FTEE  staff  physicians  per  100  patients,  with  a  range  of  5-20.  House 
staff  averaged  16  per  100  patients,  with  a  range  of  0-39.     The  number 
of  physicians  providing  acute  medical  care  per  100  patients  ranged 
from  6  to  59,  with  a  mean  of  27.     The  percent  of  physician  staff 
supplied  by  interns  and  residents  averaged  48%,  ranging  from  zero 
in  the  unaffiliated  hospitals  to  78%  in  one  affiliated  hospital. 
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TABLE  9-3 

Site-Visitor  Ratings  of  Quality  of  Care  and  Staff  Ratios  on  Acute 
Medical  Services  in  14  General  Hospitals 

House  Staff  Registered 


Site- 

MD  FTEEs 

per  100 

Patients 

as  Percent- 

Nurses 

Visit 

House 

age  of 

per  100 

Hospital 

Rating* 

Staff 

Staff 

Total 

Total  Staff 

Pat  ients 

062 

0 

13 

33 

46 

72 

55 

125 

0 

18 

30 

48 

63 

42 

051 

A 

9 

17 

26 

65 

36 

136 

A 

20 

39 

59 

•  66 

52 

150 

A 

7 

25 

32 

78 

40 

089 

I 

7 

0 

7 

0 

23 

158 

A 

5 

4 

9 

44 

32 

065 

A 

8 

23 

31 

74 

49 

049 

A 

14 

6 

20 

30 

25 

031 

A 

13 

21 

34 

62 

37 

012 

A 

6 

0 

6 

0 

33 

083 

I 

6 

0 

8 

0 

26 

092 

A 

11 

11 

22 

50 

48 

068 

A 

8 

18 

26 

69 

29 

Mean 

10.5 

16.2 

26.7 

48.1 

37.6 

Range 

(5-20) 

(0-39) 

(6-59) 

(0-78) 

(23-55) 

*0  =  outstanding;  A  ■  adequate;  I  =  inadequate. 
**Based  on  FY  1975  average  daily  patient  census;  housestaff 

counted  on  the  basis  of  0.5  FTEE  per  filled  house  staff  position. 

SOURCE:     NAS  site  visits 


The  average  medical  service  had  38  nurses  per  100  patients,  with  a 
range  of  23-55  (Table  9-3).     In  general,  the  supply  of  nurses  is  correlated 
with  the  supply  of  physicians;  services  with  the  most  physicians  per  100 
patients  had  the  most  nurses,  and  services  with  few  doctors  also  had  few 
nurses . 

The  four  hospitals  with  the  lowest  physician-to-patient  ratios  on  acute 
medical  services  are  shown  in  Table  9-4: 
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TABLE  9 -A 

Site-Visit  Ratings  of  Quality  of  Care  and  Staffing  Ratios  on  Acute  Medical 
Services  in  Four  VA  General  Hospitals,  Compared  with 
Hospital  Admission  Rates 


Staff  Per  100  Patients  Site-Visit 
Hospital        No.  Physicians      No.  Nurses  Rating 


Hospital 
Admission 
Rate 


012 
158 
083 
089 


33 
32 
26 
23 


27.8 
59.3 
72.6 
85.4 


SOURCE:     NAS  site  visits 


Tnree  of  them  hospitalized  very  high  proportions  of  those  seeking  care. 
The  only  two  medical  services  in  this  sample  rated  inadequate  by 
the  site  visitors  are  among  the  four.  The  hospitals  rated  inadequate 
had  low  medical  staff-to-patient  ratios,  very  low  nursing  staff-to-patient 
ratios,  and  no  house  staff. 


Process  of  Care 

In  each  of  the  14  sample  general  hospitals,  100  patients  consecutively 
discharged  from  acute  medical-bed  sections  were  selected.     Discharges  by 
death  were  included,  but  transfers  to  other  VA  hospitals  were  excluded. 
For  each  of  the  1,400  patients,  the  entire  medical  record  was  abstracted 
and  the  discharge  summary  obtained.     In  addition,  questionnaires  were 
sent  to  the  patients  8  weeks  after  discharge. 

There  is  general  agreement  in  the  medical  community  that  a  diagnostic 
workup  for  all  hospital  admissions  should  contain,  at  a  minimum,  specific 
basic  examinations.     For  each  cohort  of  100  patients  in  the  14  hospitals, 
information  was  abstracted  from  the  medical  record  on  whether  eight  basic 
examinations  were  done  within  3  days  of  admission.     Although  examinations 
could  have  been  made  but  not  recorded,  the  lack  of  a  record  in  a  system 
of  institutional  medicine  is  regarded  as  a  deficiency  in  itself. 
The  hospitals'  performance  is  summarized  in  Table  9-5.     Blood  pressure, 
chest  x  ray,  and  a  complete  blood  count  were  almost  always  recorded, 
but  the  other  basic  examinations  were  not  done  routinely  in  a  number 
of  hospitals.     For  each  test,  there  is  a  wide  range  in  performance  among 
hospitals  and  a  fairly  high  degree  of  concordance;  i.e.,  a  hospital's 
performance  on  one  test  tends  to  reflect  its  performance  on  other 
parts  of  the  initial  examination. 
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TABLE  9-5 

Adequacy  of  Process  of  Care  as  Judged  by  the  Performance  of  Eight 
Basic  Examinations  Within  3  Days  of  Admission  to  an  Acute 
Medical  Service,  in  14  VA  General  Hospitals 


No. 

Hospitals 

Fraction 

of  Patients, 

Z 

Less 

Examination 

than 

70  70-79 

80-89 

90+ 

Blood  pressure 

0 

0 

0 

14 

Chest  x-ray 

0 

0 

1 

13 

CBC 

0 

0 

2 

12 

Urinalysis 

0 

2 

6 

6 

Funduscopic 

4 

4 

4 

2 

Rectal 

5 

6 

3 

0 

Weight 

6 

3 

3 

2 

Occult  blood 

9 

3 

0 

2 

SOURCE:     NAS  study  in  14  general  hospitals,  1975 


A  second  measure  of  the  process  of  care  is  summarized  in  Table  9-6, 
which  shows  the  extent  to  which  the  14  hospitals  made  further  diagnostic 
evaluation  after  an  initially  abnormal  test  result.     Four  tests  were 
examined  in  which  abnormal  results  appeared  with  sufficient  frequency 
and  for  which  there  was  general  agreement  about  the  type  of  followup 
test  indicated.    The  performance  of  most  hospitals  was  excellent  on 
this  measure  of  process  of  care.     Ten  hospitals  had  a  perfect  followup 
record  for  albumin  in  urine,  11  hospitals  for  sugar  in  urine,  five 
hospitals  for  occult  blood  in  stools,  but  only  one  hospital  for  a 
positive  bacterial  culture.     Sensitivity  testing  to  choose  the 
appropriate  antibiotic  after  a  positive  bacterial  culture  was  the 
one  followup  procedure  with  widespread  inadequacy;  two  hospitals  carried 
out  this  determination  on  less  than  70%  of  their  patients  for  whom 
it  was  indicated. 

A  somewhat  different  measure  of  the  process  of  care  has  been  used 
in  examining  the  frequency  with  which  actions  generally  accepted  as 
appropriate  were  taken  in  specific  situations.    Four  criteria  were 
used:     patients  with  an  admission  diagnosis  of  ischemic  heart  disease 
should  have  an  EKG  and  a  chest  x-ray,  patients  with  pneumonia  should 
have  an  antibiotic  sensitivity  test,  patients  with  abnormal  laboratory 
test  results  on  initial  examination  should  have  repeat  tests,  and 
patients  given  antibiotics  should  have  a  diagnosis,  serologic  test  or 
culture  indicative  of  need.     The  results  are  summarized  in  Table  9-7. 
There  was  considerable  variation  among  the  hospitals  in  their 
performance  on  these  measures.    Hospitals  nearly  always  took  an  EKG  and 
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usually  a  chest  x-ray  for  patients  with  ischemic  heart  disease.  Nine 
hospitals  failed  to  repeat  tests  on  more  than  20%  of  their  patients 
with  one  or  more  abnormal  tests.     The  apparent  misuse  of  antibiotics 
in  more  than  20%  of  patients  occurred  in  nine  hospitals  and  in  more 
than  30%  in  two  hospitals. 


TABLE  9-7 

Adequacy  of  Process  of  Care  as  Judged  by  Fraction  of  Patients  Subject  to 
Various  Appropriate  Actions,  in  14  VA  General  Hospitals 


Investigatory  Sequence 


No.  Hospitals 


Fraction  of  Patients,  X 


Less  than  70      70-79  80-89 


90+ 


Ischemic  heart  disease  with  EKG 
Ischemic  heart  disease  with  chest  x-ray 
Abnormal  lab  test  repeated 
Antibiotics  with  diagnosis,  serology, 
or  culture  indicating  infection 


SOURCE:     NAS  study  of  14  general  hospitals 


Another  indicator  of  the  process  of  care  is  patient  education.  This 
information  was  obtained  from  postdischarge  questionnaires  sent  to  the  same 
patients  whose  records  were  abstracted.     A  total  of  982  patients  provided 
information  about  what  happened  to  them  in  the  hospital.     They  were  asked 
whether  a  VA  doctor  or  nurse  explained  their  illness  to  them,  whether  anyone 
explained  what  the  test  or  treatment  that  they  were  about  to  receive  would  in 
volve  and  what  its  objective  was,  and  whether  anyone  told  them  during  their 
hospital  stay  how  they  were  progressing.     Patients  reported  that  their  illnes 
was  more  adequately  explained  to  them  than  their  treatment  or  their  progress, 
as  shown  in  Table  9-8. 

TABLE  9-8 

Adequacy  of  Process  of  Care  as  Judged  by  Fraction  of  Patients  Given  Specific 
Patient  Education,  in     14  VA  General  Hospitals 

 No.  Hospitals  

 Fraction  of  Patients,  X  

Adequate  Explanation  of         Less  than  70  70-79  80-89  90+ 

Illness  2  4  5  3 

Treatment  11  3  0  0 

Progress  11  3  0  0 

SOURCE:     NAS  study  in  14  general  hospitals,  1975 
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The  questionnaire  included  items  on  the  extent  to  which  these 
patients  received  the  kind  of  attention  that  would  reduce  the  probability 
of  further  hospital  episodes  for  the  same  condition.    The  patients 
reported  on  three  items:     whether  they  were  given  clear  instructions 
in  tne  hospital  about  how  to  take  care  of  themselves  at  home  after 
discharge,  whether  the  VA  provided  any  prescribed  postdi scharge 
medication  (most  prescriptions  are  for  only  a  30-day  supply,  so 
the  8-week  inquiry  was  intended  to  determine  whether  hospitals  provided 
more  than  a  single  supply  at  discharge),  and  whether  an  appointment 
was  made  before  discharge  for  a  followup  visit.     The  findings,  summarized 
in  Table  9-9,  indicate  that  more  than  70%  of  the  patients  in  11  of  the  14 
hospitals  received  adequate  provision  for  posthospital  care. 

TABLE  9-9 

Adequacy  of  Process  of  Care  as  Judged  by  Fraction  of  Patients 
Given  Postdischarge  Care,  in  14  VA  General  Hospitals 


Subject  

Home-care  instruction 

Prescribed  medicine  provided  by  VA 

Followup  appointment 


 No.  Hospitals  

 Fraction  of  Patients,  %  

Less  than  70      70-79      80-89  90+ 


3  3  7  1 

0  15  8 

3  5  5  1 


SOURCE:     NAS  study  in  14  general  hospitals,  1975 


The  14  hospitals  were  ranked  on  the  five  different  measures  of  the 
process  of  care:    completeness  of  the  initial  examination,  followup 
on  abnormalities  detected,  appropriateness  of  test6  or  treatments, 
patient  education,  and  continuity  of  care  after  discharge.  Rankings 
on  the  five  measures  are  shown  in  Table  9-10,  along  with  the  site 
visitors'  appraisals  and  the  physician-  and  nurse-to-patient  ratios. 

The  two  services  rated  outstanding  by  the  site  visitors  are  clearly 
distinct  from  the  remaining  12  on  the  process-of-care  measurements.  They 
are  also  among  the  most  heavily  staffed  services.     The  four  services 
with  fewer  than  10  physicians  per  100  patients  are  among  the  six 
lowest-ranking  services  in  process  of  care,  and  two  were  rated  inadequate 
by  the  visitors.    The  twelfth-place  service  on  process  is  an  anomaly: 
affiliated,  with  average  number  of  staff — an  apparent  underachiever . 
Tne  opposite  is  true  of  the  hospital  that  ranks  third  in  process 
of  care:  small,  unaffiliated,  with  physician-  and  nurse-to-patient 
ratios  well  below  the  average — an  apparent  overachiever . 
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TABLE  9-10 

Sum  of  Ranks  on  Five  Measures  of  Adequacy  of  Process  of  Care,  Site 
Visitors'  Appraisals  of  Quality  of  Care,  and  Staff  Ratios  for 
Acute  Medical  Services  in  14  VA  General  Hospitals 


Staff  Ratio 


Sum  of 

Si  te— Vi ki t 

No.  Per  100  Patients 

Hospital  Ranks* 

Rating** 

Physicians*** 

Nurses 

U  0  I 

ID  .  D 

o 

55 

125 

16 

0 

48 

42 

049 

25 

20 

25 

27.5 

A 

•32 

40 

i  ^6 

29 

A 

o 
jj 

Di 

092 

32 

A 

22 

48 

051 

34 

A 

26 

36 

065 

34.5 

A 

31 

49 

089 

38.5 

I 

7 

23 

068 

44.5 

A 

26 

29 

158 

48 

A 

9 

32 

031 

55.5 

A 

34 

37 

012 

60 

A 

6 

33 

083 

64 

I 

8 

26 

*Sum 

of  ranks  with  respect  to  subjects 

summarized  in 

Tables  ! 

to  9 

-9,  ranked  from 

best  to  worst . 

**0  = 

outstanding;  A 

=  adequate;  I  =  inadequate 

***Including  residents 

SOURCE : 

NAS  Study  on 

Quality  of  Care 

Outcome 

Mortality  was  the  only  definitive  measure  of  outcome  of  care 
obtainable  on  the  cohorts  of  100  patients  discharged  from  medical  services 
of  trie  14  general  hospitals.     In  the  opinion  of  the  Committee,  this  is 
too  crude  a  measure  of  quality  to  permit  valid  conclusions,  even  when 
adjustments  are  made  for  differences  in  case  mix. 

The  Committee  did  explore  another  outcome  dimension:  patient 
satisfaction.     The  patients'  view  of  the  quality  of  care  they  received 
was  obtained  by  questionnaires  administered  8  weeks  after  discharge; 
although  the  patients  were  free  of  any  constraints  that  might  have 
influenced  their  replies  if  they  had  been  questioned  in  the  hospital, 
their  recollections  may  have  lost  some  sharpness  with  time.  Table  9-11 
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shows  the  distribution  of  hospitals  according  to  the  proportions  of 
respondents  who  thought  they  received  excellent  care  and  poor  care 
from  physicians  and  nurses. 


TABLE  9-11 

Patient  Estimate  of  Quality  of  Care  Provided  by  Physicians 
and  Nurses  in  14  VA  General  Hospitals 

 No.  Hospitals  

Fraction  of  Patients  Rating  Care  Excellent,  % 
Care  by  30-39         40-49         50-59         60-69  70-79 

Physicians  14  7  11 

Nurses  0  4  6  4  0 

Fraction  of  Patients  Rating  Care  Poor,  % 
Care  by  0__  1^4  5^9  10-12 


Physicians        1  5  7  1 

Nurses  2  10  2  0 

SOURCE:     NAS  Study  on  Quality  of  Care 

Physician  care  was  rated  excellent  by  51%  of  the  medical  patients 
in  the  14  general  hospitals,  with  a  range  of  31-72%  among  hospitals. 
Nursing  care  was  rated  excellent  by  54%  of  all  patients,  with  a  range 
of  45-68%.     At  the  other  end  of  the  scale,  5%  of  the  patients  thought 
the  care  given  by  physicians  was  poor,  and  3%  rated  nursing  care  poor. 

At  the  end  of  the  questionnaire,  patients  were  invited  to  comment 
on  any  other  aspect  of  their  care  not  already  covered.  A  surprisingly 
large  segment,    about  60%  of  the  982  respondents,  commented 
on  a  wide  variety  of  items;  of  the  comments,  37%  were  classified 
by  the  research  staff  as  " favorable , "  19%  as  "unfavorable,"  and  3% 
as  "mixed."    Many  veterans  seemed  genuinely  pleased  to  reply,  and 
many  comments  ended,  "Thank  you."    For  only  two  hospitals  were  there 
more  unfavorable  than  favorable  comments.    One  of  these  ranked  eleventh 
on  process  of  care,  but  was  rated  adequate  by  site  visitors;  the  other 
ranked  fourteenth  on  process  and  was  rated  inadequate. 

Only  a  minor  fraction  of  the  adverse  comments  concerned  the  care 
that  patients  had  received  on  the  medical  wards,  but  many  found  the 
admitting  offices  lacking  in  courtesy  and  efficiency,  with  frequent 
complaints  of  lost  records  and  protracted  periods  of  sitting  in  waiting 
rooms.     Failure  to  receive  needed  dental  care  after  a  dental  examination 
and  failure  to  receive  needed  glasses  after  an  eye  examination  were 
frequently  mentioned.    Many  expressed  the  wish  that  their  postdischarge 
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care  could  have  been  given  by  the  physicians  who  took  care  of  them  when 
they  were  inpatients,  instead  of  by  a  different  physician  on  each 
outpatient  visit. 

The  favorable  and  mixed  comments  provided  a  strong  indication  of  the 
dependence  of  this  population  on  the  VA  health-care  system.     Over  and  over, 
they  expressed  gratitude  for  care  received  over  the  years  and  concern  that 
nothing  should  disturb  their  continuing  relationship  witn  the  system. 

One  unexpected  aspect  of  the  response  was  the  large  number  of  letters 
attached  to  the  questionnaires  from  relatives  of  patients  who  had  died  since 
discharge  or  who  were  otherwise  unable  to  reply  themselves.     They  expressed 
their  appreciation  of  the  kind  and  skillful  care  tfte  patients  had  received 
in  the  VA  hospitals. 


Quality  of  Acute  Medical  Care  in  Psychiatric  Hospitals 

The  site  visitors  evaluated  the  medical  services  in  six  psychiatric 
hospitals,  in  addition  to  the  21  general  hospitals.     Of  these  six,  three 
were  found  to  be  inadequate  in  the  overall  quality  of  inpatient  care 
delivered.     Two  others  were  rated  adequate  as  chronic-care  facilities, 
but  with  management  of  acute  medical  problems  considered  beyond 
the  clinical  capabilities  of  the  current  medical  staffs.     Only  one 
of  the  six  hospitals  was  rated  by  the  visitors  as  adequate  in  handling 
both  chronic  and  acute  medical  problems. 


Utilization 

In  August  1975,  the  VA  reported  an  average  occupancy  rate  of  83% 
for  acute  medical  services  in  general  hospitals  (range,  54-100%). 3/ 
The  rate  is  similar  to  the  nationwide  occupancy  rate  of  80%  reported 
by  the  American  Hospital  Association  in  1974  for  hospitals  having 
over  100  beds;  but  the  two  are  not  comparable,  because  the  latter 
include  maternity,  surgery,  and  pediatric  beds. 4/ 

Although  the  average  length  of  stay  in  VA  hospitals  is  much  longer 
than  that  in  non-VA  hospitals,  several  factors  contribute  to  making 
the  average  length  of  stay  in  VA  hospitals  a  complex  indicator  to 
interpret.    On  the  one  hand,  long-term  patients  kept  in  acute-care 
sections  increase  the  average  length  of  stay:  approximately  7%  of  all 
patients  discharged  from  acute-care  beds  in  the  VA  in  1975  had  a 
length  of  stay  of  a  year  or  more. 5/    On  the  other  hand,  approximately 
10%  of  all  patients  discharged  from  medical  services  in  1975  had 
stays  of  only  a  day. 6/    For  these  reasons — as  well  as  the  age,  sex, 
socioeconomic  characteristics,  and  unique  case  mix  of  patients  in  VA 
hospitals — gross  comparisons  of  length  of  stay  between  VA  and  private 
hospitals  are  hazardous. 
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Table  9-12  presents  diagnosis-specific  data  on  average  length  of 
stay  for  three  primary  discharge  diagnoses  of  patients  discharged 
from  acute  medical  sections  of  VA  hospitals  in  fiscal  year  1975  and 
comparative  data  for  Medicare  recipients  65  years  old  or  older.7/ 
The  Medicare  data,  which  are  available  only  by  PSRO  area,  are  based 
on  a  much  older  patient  population  and  include  women,  who  have  a 
longer  average  length  of  stay  than  men  in  the  same  diagnostic  categories. 


TABLE  9-12 

Average  Length  of  Stay  for  Selected  Primary  Discharge  Diagnoses,  by 
Type  of  VA  Hospital,  and  for  Medicare  Patients,  by  PSRO  Area 


ICDA 

Code  Diagnosis 


412      Chronic  ischemic  heart  disease 

250      Diabetes  mellitus 

410      Acute  myocardial  infarction 


 Length  of  Stay,  days  

VA  General  Hospitals        Medicare  by 
Not  Highly  PSRO  Area 

Affiliated      Affiliated      Low  High 


23  13  6.4  15.1 

24  15  6.8  15.4 
31                  16  9.8  17.8 


SOURCES:     VA  Patient  Treatment  File,  FY  1975;     C.R.  Gaus ,  Uses  of  Medicare 
Data  for  the  PSRO  Program,  Presentation  to  the  National  PSRO  Council, 
March  8,  1976 


The  VA  data  are  presented  for  two  groups  of  hospitals:     57  in  which 
the  medical  service  was  not  affiliated  with  a  medical  school  and  21 
in  which  the  service  was  highly  affiliated.  For  these  purposes,  a 
high  degree  of  affiliation  is  considered  to  include  hospitals  in 
which  more  than  two-thirds  of  the  physician  staff  (including  residents) 
are  attributable  to  the  medical  school  and  more  than  35%  of  medical 
students'  core  clinical  clerkships  in  medicine  take  place  at  the  VA 
hospital  (see  Chapter  16).    VA  patients  in  highly  affiliated  medical 
services  have  much  shorter  stays  than  patients  in  nonaffiliated  VA 
medical  services  and  approximately  the  same  lengths  of  stay  as  Medicare 
patients  in  the  PSRO  areas  with  the  longest  stays  in  the  nation. 

Studies  of  age-adjusted  lengths  of  stay,  comparing  the  VA  hospitals 
with  both  private  and  nonfederal  government  hospitals  subscribing 
to  the  PAS  (Professional  Activities  Study),  confirm  the  finding  that 
VA  hospitals  have  longer  diagnosis-specific  stays  than  other  types 
of  hospitals .8/ 

In  VA  hospitals  with  particularly  long  stays,  the  question  may  be 
raised  as  to  the  extent  of  need  for  acute  hospitalization.    Chapter  8 
presented  data  on  the  relationships  among  application  pressure, 
proportion  of  applicants  admitted,  length  of  stay,  and  occupancy  rates. 
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The  findings  could  be  interpreted  as  indirect  evidence  of  a  degree  of 
unnecessary  use  of  the  hospital.     More  direct  evidence  is  found  in  studies 
of  the  nursing  needs  of  a  sample  of  patients  from  the  seven  general 
hospitals  in  the  hospital  staffing  study  (Chapter  5).     These  indicate 
that,  on  a  given  day,  12.5%  of  patients  (excluding  patients  on  days 
of  admission  and  discharge)  required  no  nursing  care  at  all.  Moreover, 
when  patients  were  classified  by  their  need  for  nursing  services,  50% 
were  in  the  self-care  classification,  compared  with  42%  in  the  non-VA 
hospitals  surveyed.     These  findings  suggest  that  a  significant  number  of 
acute-care  medical  beds  in  these  VA  hospitals,  as  well  as  in  non-VA 
hospitals,  are  occupied  by  patients  who  could  be  cared  for  in  nonacute 
beds  or  on  an  ambulatory  basis. 

Additional  evidence  that  some  acute-care  beds  are  inappropriately 
occupied  was  obtained  in  a  census  conducted  in  November  1975  in  the 
14  general  hospitals  in  which  quality  of  care  was  studied.  Criteria 
were  developed  by  a  panel  of  physicians  on  the  kinds  of  services 
that  would  require  hospitalization.     These  criteria  were  then  applied 
to  the  services  that  patients  had  actually  received  in  the  week 
of  the  census.     It  was  assumed  that  all  services  given  were  necessary 
and  appropriate.     A  patient  was  considered  to  be  appropriately 
occupying  an  acute  bed  if  he  had  met  any  of  the  following  conditions 
in  the  preceding  week: 

•  Received  any  of  the  following  services:     invasive  therapy, 
intravenous  therapy,  respiratory  tubes,  cardiac  catheter,  GI  tubes, 
other  tubes  (drainage),  traction,  and  isolation. 

•  Received  three  or  more  of  the  following  services:  invasive 
diagnostic  tests,  medical  consultation,  toxicity  monitoring,  fluid-exchange 
monitoring,  radiation  therapy,  intramuscular  injection,  urinary  tubes, 

and  frequent  dressing  change. 

•  Had  surgery. 

•  Was  admitted  to  the  hospital  within  the  last  2  days. 

Although  occasional  situations  may  arise  in  which  a  patient  not 
meeting  any  of  these  criteria  requires  hospitalization,  most  patients 
with  a  legitimate  medical  need  for  an  acute-care  bed  will  have  received 
at  least  some  of  the  specified  services.     By  these  criteria,  only  48% 
of  the  patients  hospitalized  at  the  time  of  the  census  required  an  acute- 
care  bed.     In  two  hospitals,  only  18  and  27%  of  the  patients  met  the 
criteria.     (The  hospital  with  18%  had  the  highest  admission  rate — 84% — of 
the  sample  hospitals  and  was  also  judged  by  the  site  visitors  to  be 
providing  inadequate  care.)    Among  the  other  12  hospitals,  40-49%  of 
patients  on  acute  wards  were  appropriately  placed  in  five  hospitals, 
50-59%  in  three  hospitals,  and  60-67%  in  four  hospitals. 
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Trie  findings  of  the  census  suggest  that  at  least  half  the  33,000 
acute-care  medical  beds  in  the  VA  system  are  being  used  for  patients 
who  do  not  require  acute-care  services. 

As  part  of  this  study,  nurses'  judgments  were  obtained  of  the  most 
appropriate  facility  to  transfer  each  patient  to  if  it  were  necessary 
to  do  so  immediately.     The  nurse  was  to  assume  that  an  appropriate 
facility  was  available.     According  to  the  nurses'  estimates  of  those 
not  needing  acute-care  beds,  28%  could  be  treated  on  an  outpatient 
basis,  18%  need  extended  care  in  either  intermediate  wards  or  nursing 
homes,  and  6%  could  be  cared  for  in  convalescent  wards. 

For  comparison,  an  identical  census  was  conducted  (by  the  same  NAS 
staff)  on  the  acute-care  medical  wards  in  two  non-VA  hospitals,  both 
highly  affiliated  with  medical  schools:     one  is  a  large  municipal  hospital, 
the  other  a  university  hospital.     The  results  are  shown  in  Table  9-13. 
The  results  in  the  municipal  hospital  are  not  unlike  those  in  the  average 
VA  hospital,  whereas  the  proportion  needing  acute  care  in  the  university 
hospital  is  similar  to  that  in  the  best  of  the  VA  sample  hospitals . 
However,  the  need  for  extended  care  is  greater  among  VA  patients. 
These  findings  in  the  VA  and  in  the  municipal  hospital  do  not  suggest 
that  beds  are  being  used  for  patients  without  genuine  problems,  but 
only  that  their  problems  do  not  require  the  resources  associated  with 
acute-care  beds.     The  patients  served  by  both  the  VA  and  the  municipal 
hospital  are  poor  and  elderly;  they  have  many  psychosocial  problems, 
and  frequently  these  are  solved  temporarily  by  hospitalization  in  an 
acute-care  bed.     (The  Committee  has  no  comparable  data  for  community 
hospitals . ) 

Judgments  on  appropriate  placement  considered  only  medical  need, 
without  regard  to  the  availability  of  alternative  facilities  or  to 
the  social  factors  that  might  prevent  such  transfers.     The  "inappropriate" 
use  of  acute  beds  can  be  explained  by  a  number  of  factors,  e.g.,  the 
shortage  of  nursing  homes  for  the  disadvantaged,  the  availability 
of  acute  beds,  the  incentives  to  keep  these  beds  filled,  and  the  lack 
of  suitable  homes  to  which  patients  could  be  discharged  so  that  they 
might  receive  ambulatory,  rather  than  inpatient  care.    All  raise  the 
question  of  alternatives  to  hospital  care. 
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TABLE  9-13 


Appropriate  Placement  of  Patients  Occupying  Acute-Care  Medical  Beds 
in  14  VA  Hospitals,  a  Municipal  Hospital,  and  a  University  Hospital 
(Percentage  Distribution) 


Appropriate 

Placement 

for  Nonacute  Patients 

Needed 

Conval- 

Inter- 

Acute 

escent 

mediate 

Nursing 

Ambulatory 

Hospital 

Care 

Ward 

Ward 

Home** 

Care** 

VA  Code: 

136 

67 

7 

7 

6 

13 

125 

67 

4 

5 

8 

16 

062 

65 

5 

3 

5 

22 

065 

63 

11 

0 

16 

10 

031 

58 

5 

3 

16 

18 

049 

57 

17 

2 

7 

17 

092 

56 

0 

23 

21 

o 

068 

45 

5 

0 

12 

38 

158 

45 

2 

11 

9 

33 

150 

44 

1 

A 

16 

35 

051 

42 

6 

1 

18 

27 

083 

42 

9 

3 

13 

33 

012 

27 

8 

12 

16 

37 

089 

18 

7 

12 

10 

53 

VA  Mean 

50 

6 

7 

12 

25 

Municipal 

54 

12 

7 

27 

University 

74 

8 

2 

16 

*Met  criteria  of  need  for  acute-care  beds,  i.e.,  receiving  services  requiring 

hospitalization. 
**0pinion  of  ward  nurse  on  most  appropriate  placement. 


SOURCE:     NAS  one-day  census,  November  1975 


91-271  O  -  77  -  11 
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Summary  of  Findings 

A  high  proportion  of  patients  receiving  inpatient  care  on  the 
medical  service  are  poor  and  elderly  and  suffer  from  a  chronic  illness. 
Forty-eight  percent  have  an  annual  family  income  below  $5,000,  and 
54%  receive  compensation  for  a  service-connected  disability  or 
a  VA  pension.     The  most  common  diseases  leading  to  admission  to 
the  medical  service  are  chronic  and  require  continuing  care  and 
repeated  admission  to  the  hospital. 

The  quality  of  medical  care  was  evaluated  by  site  visits  and  audit 
of  medical  records.     The  site  visitors  rated  the  quality  of  medical 
care  in  21  general  hospitals  as  outstanding  in  five,  adequate  in 
13,  and  inadequate  in  three.     The  hospitals  rated  inadequate  had 
low  staff-to-patient  ratios  and  no  house  staff.     (Comparable  data 
for  the  range  of  quality  among  community  hospitals  are  not  available.) 

Questionnaires  were  administered  to  patients  8  weeks  after  discharge 
from  the  hospital  to  obtain  their  view  of  the  quality  of  hospital 
care.     Physician  and  nursing  care  was  rated  excellent  by  more  than 
50%  of  patients  and  rated  poor  by  5%. 

Tne  average  occupancy  rate  for  acute  medical  services  in  general 
hospitals  is  similar  to  the  nationwide  occupancy  rate.     The  average 
length  of  stay  is  much  greater  in  VA  hospitals  than  in  non-VA  hospitals. 
For  patients  with  comparable  diagnoses,  the  length  of  stay  is  much 
shorter  in  highly  affiliated  hospitals  than  in  unaffiliated  hospitals. 
A  survey  of  patients  on  acute  medical  wards  was  performed.  Based 
on  the  services  these  patient  had  received  in  the  previous  week,  it 
was  estimated  that  48%  of  the  patients  did  not  require  an  acute-care 
bed. 

Half  of  the  patients  not  requiring  an  acute  medical  bed  were 
considered  suitable  for  ambulatory  care.     The  remainder  were  thought 
to  require  convalescent  care  or  some  form  of  extended  care. 

The  medical  services  in  six  psychiatric  hospitals  were  evaluated. 
In  five  of  the  six,  management  of  acute  medical  problems  was  considered 
inadequate . 


CHAPTER  10.     HOSPITAL  CARE :  SURGERY 


At  the  end  of  fiscal  year  1975,  there  were  nearly  20,000  surgical 
beds  in  the  VA  hospital  system:   19,691  beds  in  133  general  hospitals 
ranging  from  20  to  391  surgical  beds,  and  216  beds  in  11  psychiatric 
hospitals  ranging  from  8  to  49  surgical  beds.    During  that  year,  332,189 
veterans  were  treated  in  surgical-bed  sections  of  general  hospitals 
(range,  301-7,135)  and  1,509  in  psychiatric  hospitals  (range,  4-421). 
This  tremendous  range  in  size  and  activity  of  the  surgical  services 
makes  it  difficult  to  generalize  in  an  evaluation  of  surgery  in  the  VA. 

Patients 

The  majority  of  surgical  patients,  like  the  acute  medical  patients, 
were  veterans  who  rely  primarily  on  the  VA  for  their  health  care. 
They  had  come  to  the  VA  hospitals  with  health  problems  that  the  admitting 
officers  had  decided  might  require  surgery.  That  no  surgery  was  performed 
on  472  of  the  patients  discharged  from  surgical-bed  sections  in  fiscal 
year  1975  requires  some  explanation.     In  private  hospitals,  patients 
are  admitted  to  a  surgical  service  only  on  referral  by  a  physician 
who  has  already  determined  that  surgery  is  appropriate.     VA  hospitals  lack 
a  comparable  referral  system.     The  decision  whether  to  hospitalize, 
and  in  which  bed  section,  must  be  made  by  the  admissions  officer  on 
the  basis  of  limited  information.     If  he  makes  a  tentative  diagnosis 
for  which  surgery  may  be  appropriate,  it  is  likey  that  he  will  admit  the 
patient  to  a  surgical  ward.     Examination  of  those  discharged  from  surgical 
services  without  an  operation  shows  that  the  25  most  common  diagnoses  were 
all  diagnoses  for  which  surgery  is  one  of  the  treatment  options.  That 
nearly  half  the  patients  admitted  to  surgical  services  are  discharged 
without  surgery  suggests  that  for  many  patients  hospitalization  may 
not  have  been  necessary  or  that  initial  assignment  to  a  medical  service 
would  have  been  more  appropriate.     Many  stations  had  no  facilities 
for  even  minor  outpatient  surgery,  and  patients  were  hospitalized 
for  such  needs  as  excision  of  small  skin  lesions,  routine  laboratory 
tests,  and  examinations  like  proctoscopy. 

The  operations  commonly  performed  in  VA  hospitals  are  consistent 
with  the  needs  of  elderly  men.     Of  the  20  most  common  operations  in 
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VA  hospitals,  12  are  among  the  20  most  common  operations  in  non-VA 
hospitals.     Repair  of  inguinal  hernia,  skin  excision,  prostatectomy, 
cystoscopy,  lens  extraction,  hemorrhoidectomy,  and  cholecystectomy 
are  common  in  both  VA  and  non-VA  hospitals.     Such  emergency  operations 
as  appendectomy,  closed  and  open  reduction  of  fractures,  and  suture 
of  lacerations  are  less  common  in  the  VA.     But  operations  related 
to  cancer  diagnosis  and  therapy — such  as  bronchoscopy;  esophagoscopy ; 
biopsy  of  the  mouth,  throat,  and  thorax;  and  excision  of  bladder  and 
skin  lesions — are  much  more  common  in  the  VA . 


Structure  of  Surgical  Care 

Several  aspects  of  the  structure  of  6urgical  care  in  the  VA  were 
evaluated  as  part  of  the  Committee's  general-purpose  site  visits. 
Of  the  21  general  hospitals  appraised  by  the  visitors,  20  had  a  surgical 
service.     On  each  of  the  20  visits,  one  surgeon  selected  by  the  Committee 
was  the  member  of  the  team  responsible  for  evaluating  the  surgical 
activity  of  the  hospital.     Because  15  different  surgeons  participated 
in  the  site  visits,  some  of  the  differences  among  hospitals  may  be 
due  to  observer  differences  that  could  not  be  measured  by  this  study. 


Manpower 

The  surgical  physician  manpower  in  the  VA  system  has  three 
components:     full-time  surgeons  with  civil-service  appointments,  members 
of  the  medical-school  faculty  or  surgeons  in  private  practice  who 
have  part-time  appointments  in  the  VA ,  and  medical-school  residents. 
In  Table  10-1,  the  number  of  each  has  been  converted  to  annual  full-time- 
equivalent-employees  (FTEE).     (Residents  are  counted  as  0.5  FTEE  by 
the  VA.) 

TABLE  10-1 

Physician  Staff  in  VA  Surgical  Services,  FY  1975 

 FTEE  

Fraction 

Foreign  Fraction 


Total 

Medical 

Board- 

Kind  of  Staff 

No. 

X 

Graduates,  % 

Certified  , 

Full-time  staff 

574 

21 

39 

69 

Part-time  staff 

434 

16 

16 

72 

Residents 

1,734 

63 

10 

Total 

2,742 

100 

17 

70 

SOURCES:     VA  Quarterly,  Filled  and  Vacant  Report,  June  30,  1975;  VA  PAID 
File,  1975;  NAS  survey  of  VA  physicians 
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The  heavy  dependence  of  the  6urgical  service  on  residents  i6 
obvious,  with  residents  making  up  63%  of  the  FTEEs ,  part-time  staff 
162,  and  full-time  staff  212  in  the  system  as  a  whole.     The  Study  of 
Surgical  Services  for  the  United  States  (SOSSUS)  report  states  that 
122  of  all  surgeons  in  the  country  are  foreign  medical  graduates. 
The  survey  of  VA  staff  conducted  by  the  Committee  found  that  38.7% 
of  the  full-time  staff  (excluding  chiefs  of  surgery),  15.8%  of  the 
part-time  staff,  and  9.7%  of  the  residents  are  foreign  medical  graduates. 
On  the  question  of  board  certification,  the  VA  ranks  somewhat  above 
the  national  average,  with  70%  of  VA  staff  surgeons  certified,  compared 
with  the  SOSSUS  figure  of  61%. 

Among  the  20  general  hospitals  that  were  visited,  there  is  a 
fivefold  range  in  total  surgical  physician  manpower  per  100  patients 
from  5.9  to  27.8 — much  wider  than  would  be  expected  in  a  system  in 
which  resources  are  centrally  allocated.     The  variation  in  nursing 
staff  is  much  smaller,  from  27  to  58  nurses  per  100  patients. 

Manpower  Productivity 

Residents  constitute  63%  of  FTEE  surgeons  and  perform  79%  of  all 
operations  in  the  system.     The  full-time  staff  (21%  of  FTEE  surgeons) 
perform  a  small  share  of  the  operations  (13%),  and  the  part-time  staff 
(16%  of  FTEE  surgeons)  and  consultants  perform  the  remaining  8%. 

The  small  amount  of  surgery  done  by  VA  staff  surgeons  is  shown  in 
Table  10-2,  which  summarizes  the  numbers  of  operations  per  FTEE  per 
year  in  the  VA,  with  comparable  SOSSUS  data.     The  numbers  of  operations 
per  FTEE  of  full-time  VA  staff  is  43%  of  that  of  the  average  surgeon 
respondent  in  the  SOSSUS  report,  and  the  surgical  operative  load 
(in  the  VA)  of  part-time  VA  staff  is  only  6%  of  that  of  the  average 
non-VA  surgeon.     The  numbers  of  operations  performed  by  VA  residents 
and  all  residents  are  about  the  same. 


TABLE  10-2 


Operations  per  Full-time  Equivalent  Employee  per  Year 


Surgeons  and  Residents 


No.  Operations  per  FTEE  per  Year 


U.S.  surgeons 
Full-time  VA  surgeons 
Part-time  VA  surgeons 
Residents,  U.S. 
Residents,  VA 


173 
75 
11 
111 
107 


SOURCES:     Study  of  Surgical  Services  in  the  United  States; 
VA  Patient  Treatment  File,  1975 
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Weighting  the  surgical  output  by  complexity  of  the  operation  does 
not  materially  change  the  comparisons.  In  California  Relative  Value 
(CRV)  If  units,  the  average  CRV  score  for  each  operation  performed 
by  full-time  VA  staff  in  fiscal  year  1975  was  9;  for  part-time  staff,  17; 
and  for  residents,  12.  The  national  averages  were  10  for  board-certified 
surgeons  and  9  for  noncertified  surgeons,  according  to  the  SOSSUS 
report.     When  operations  per  FTEE  are  weighted  by  the  CRV  scores, 
the  surgical-load  ratios  of  VA  to  non-VA  surgeons  become  0.41:1  for 
full-time  staff,  0.11:1  for  part-time  staff,  and  1.29:1  for  residents, 
if  the  CRV  average  for  noncertified  surgeons  is  used  for  SOSSUS  residents. 

Facilities 

Site  visitors  noted  inadequacies  in  surgical  facilities  in  nine  of 
the  20  general  hospitals  visited.     Specific  deficiencies  were  noted 
in  four  outpatient  surgeries,  four  operating  rooms,  two  recovery 
areas,  and  four  intensive-care  units.     Equipment  quantity  and  quality 
were  rated  as  inadequate  in  three  stations,  outstanding  in  three, 
and  adequate  in  13  hospitals.     Disposable  supplies  and  medications 
were  felt  to  be  adequate  in  all  but  one  hospital. 

Process  of  Care 

Among  the  14  general  hospitals  in  the  10%  sample,  one  had  no  surgical 
service,  one  had  a  very  small  service,  and  12  had  services  large  enough 
to  permit  sampling  of  cohorts  of  cases.  Because  the  mix  of  operations 
varies  among  hospitals,  a  standard  set  of  50  operations  was  selected 
from  each  of  the  12  hospitals:   five  amputations  of  the  lower  limb, 
10  herniorrhaphies,  15  prostatectomies,  and  five  each  of  surgery  of  the 
biliary  tract,  of  peripheral  arteries,  of  the  stomach,  and  of  the  large 
bowel.     Cases  were  selected  in  the  order  in  which  they  appeared  on 
operating-room  logs  beginning  in  October  1975.     In  a  few  hospitals, 
the  desired  number  of  operations  was  not  reached  by  January  30,  1976, 
when  case  selections  were  closed.     A  total  of  595  cases  of  an  expected 
600  were  available  for  evaluation.     Information  was  obtained  from  the 
anesthesiologist  the  day  after  the  operation,  from  the  ward  nurse 
7  days  after  the  operation,  from  the  patient  6  weeks  after  the  operation, 
and  from  an  abstract  of  the  medical  record  and  a  copy  of  the  discharge 
summary . 

The  records  were  abstracted  to  determine  the  adequacy  of  the  initial 
examination  after  admission  to  the  surgical  wards.    Table  10-3  shows  the 
distribution  of  the  hospitals  by  the  proportion  of  patients  for  whom  there 
is  a  record  of  eight  examinations  generally  accepted  as  essential 
parts  of  the  initial  appraisal.     All  hospitals  did  well  on  blood  pressure, 
chest  x-rays,  and  blood  counts  and  fairly  well  on  urinalyses.  However, 
failure  rates  increased  for  funduscopic  and  rectal  examinations  and  weight 
and  were  excessive  for  stool  tests  for  occult  blood.  Performance  of  these 


151 


essential  parts  of  a  diagnostic  workup  was,  however,  better  for  the 
surgical  patients  than  for  medical  patients  in  the  same  hospital  (6ee 
Table  9-5). 

Six  weeks  after  surgery,  most  patients  had  been  discharged.    On  the 
questionnaire,  they  were  asked  about  some  facets  of  their  hospital  exper- 
iences.    The  distribution  of  the  hospitals  by  the  proportion  of  patients 
who  felt  that  they  had  received  adequate  information  during  their  stay  is 
shown  in  Table  10-4.     In  all  hospitals,  at  least  SOX  of  the  patients  felt 
that  the  condition  requiring  the  surgery  had  been  adequately  explained  to 
them;  there  was  less  patient  satisfaction  with  the  explanations  of  what 
was  going  to  be  done,  what  to  expect  after  surgery,  or  their  progress 
after  surgery. 


TABLE  10-3 


Fraction  of  Surgical 

Patients 

Given  Selected 

Initial 

Examinations 

No.  Hospitals 

Fraction  of 

Patients 

Examination 

Less  than 

70  70-79 

80-89 

90+ 

Mean 

Blood  pressure 

0 

0 

0 

12 

99.9 

Chest  x-ray 

0 

0 

0 

12 

99.3 

CBC 

0 

0 

0 

12 

98.8 

Urinalysis 

0 

0 

1 

11 

95.3 

Funduscopic 

4 

1 

5 

2 

73.8 

Rectal 

0 

2 

4 

6 

89.1 

Weight 

2 

2 

2 

6 

82.2 

Occult  blood 

10 

1 

1 

0 

39.9 

SOURCE:     NAS  study  of  quality  of  care 

TABLE  10-4 

Distribution  of  Hospitals  by  Fraction  of  Patients  Given 
Specific  Patient  Education 

 No.  Hospitals  


Adequate*  Explanation  of 

Fraction  of 

Patients , 

% 

Less  than  70 

70-79 

80-89 

90+ 

Mean 

Illness 

0 

0 

2 

10 

92.6 

Treatment 

6 

4 

2 

0 

68.7 

Progress 

2 

5 

4 

1 

76.3 

*In  opinion  of  patient 


SOURCE:     NAS  study  of  quality  of  care 
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The  6ite  visitors  raised  questions  about  the  adequacy  of  the 
continuity  of  care  for  surgical  patients.     According  to  the  patients' 
perceptions,  posthospital  care  and  attention  were  adequate  for  most 
patients.    Table  10-5  shows  that  only  one  hospital  had  a  poor  record 
in  giving  patients  clear  instructions  on  how  to  take  care  of  themselves 
at  home;  all  hospitals  had  made  followup  appointments  for  at  least 
70%  of  their  patients  before  they  left  the  hospital. 

TABLE  10-5 

Fraction  of  Patients  Given  Postdischarge  Care 

 No.  Hospitals  

 Fraction  of  Patients,  %  

Subject  Less  than  70        70-79        80-89        90*  Mean 

Home-care  instruction  1  2  4  5  85.2 

Followup  appointment  0  4  5  3  83.8 

SOURCE:     NAS  study  on  quality  of  care 

Utilization 

Operating  Rooms 

Operating-room  utilization  was  analyzed  in  13  visited  hospitals  by 
estimating  tne  amount  of  time  operating  rooms  in  these  hospitals 
were  actually  in  use.     Among  cases  studied  in  the  10%  sample,  the  median 
duration  of  herniorrhaphies  was  60  min.    The  California  Relative  Value 
scale  gives  a  score  of  9  for  a  herniorrhaphy.     Because  the  median  duration 
o£~a  herniorrhaphy  was  60  min.  in  VA  hospitals,  each  CRV  unit  corresponds 
to  6.7  min.  of  operating-room  time.     The  total  CRV  for  all  operations 
in  fiscal  year  1975  in  13  of  the  sample  hospitals  visited  was  multiplied 
by  6.7  min.  to  estimate  the  time  during  which  operating  rooms  were 
in  use.    A  generous  60  min.  were  allowed  for  each  operation  for  cleaning 
the  operating  room.     The  time  available  was  calculated  at  8  hours/day 
per  operating  room  for  260  days.    The  proportion  of  the  available 
time  during  which  operating  rooms  were  in  use  is  shown  in  Table  10-6. 

A  1970  study  of  operating-room  utilization  in  a  national  sample  of 
347  hospitals  by  the  Subcommittee  on  Surgical  Anesthesia  of  the  American 
Society  of  Anesthesiologists  reported  an  overall  average  utilization 
rate  of  47.1%  for  elective  surgery.     Although  the  methods  of  that  study 
and  tne  current  one  were  different,  the  indication  is  that  VA  utilization 
of  operating-room  capacity  is  very  low — significantly  below  the 
U.S.  average,  as  reflected  in  the  1970  study. 
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TABLE  10-6 


Opera ting-Room  Utilization  in  13  VA  Hospitals 


Fraction  of  Available 
Time  Used,  %  


No.  Hospitals 


Less  than  20 


1 

2 
1 
2 
5 
2 


20-24 
25-29 
30-24 
35-39 
40+ 


SOURCES:     VA  PTF ;  NAS  study  of  surgery 


It  seems  clear  that  the  VA  system  has  more  operating  rooms  and 
more  surgeons  for  the  operating  workload  than  are  required. 

Use  of  Surgical  Beds 

The  1-day  census  described  in  Chapter  9  was  also  conducted  in 
all  13  surgical-bed  sections  in  the  10%  hospital  sample.  Information 
was  obtained  on  all  services  that  patients  had  received  during  the 
preceding  7  days.     Criteria  for  determining  which  services  would  require 
hospitalization  were  applied  to  the  data  to  estimate  the  proportion  of  the 
patients  needing  to  be  hospitalized.    The  criteria  were  the  same  as  those 
used  for  medical  patients,  but  one  has  special  relevance  for  surgical 
patients:     all  patients  who  had  surgery  in  the  preceding  7  days  were 
considered  to  be  appropriately  occupying  beds  in  a  surgical  ward. 
As  shown  in  Table  10-7,  the  proportion  of  patients  on  surgical  wards 
who  met  these  liberal  criteria  of  need  ranged  from  50  to  82%  among 
hospitals,  with  a  mean  of  63%.    Appropriate  occupancy  was  much  higher 
on  surgical  wards  than  on  medical  wards  of  the  same  hospitals,  on  the 
basis  of  these  criteria.     For  patients  who  did  not  meet  the  criteria 
for  surgical  beds,  the  nurses'  judgments  of  the  kind  of  facility 
appropriate  to  give  the  required  services  was  requested.     In  the 
nurses'  opinion,  7%  of  all  surgical  patients  required  convalescent 
care,  11%  extended  care,  and  19%  ambulatory  care. 

An  identical  census  was  conducted  by  the  same  teams  in  two  non-VA 
hospitals:    one  is  an  affiliated  municipal  hospital  and  one  a  university 
hospital.     The  results  are  also  shown  in  Table  10-7. 

The  proportion  of  patients  requiring  surgical  beds  in  the  municipal 
hospital  (57%)  is  similar  to  the  lower  end  of  the  range  (50%)  for 
the  VA  hospitals.    However,  86%  of  the  patients  in  the  university  hospital 
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were  appropriately  placed;  this  figure  is  comparable  with  the  high 
of  822  among  the  VA  hospitals.     It  is  reasonable  that  results  in  the 
municipal  hospital  should  resemble  those  in  the  VA,  inasmuch  as  both 
serve  as  primary  health-providers  to  the  disadvantaged  and  neither 
has  a  referral  system  like  that  in  the  university  hospital,  where 
the  referring  physician's  certification  of  need  for  surgery  is  a 
condition  of  admission. 


TABLE  10-7 

Appropriate  Placement  of  Patients  Occupying  Acute-Care  Surgical  Beds 
in  13  VA  Hospitals,  a  Municipal  Hospital  and  a  University  Hospital 
(Percentgae  Distribution) 

Needed             Did  not  Meet  Criteria  of  Need  for  Acute  Care 
Type  of         Acute           Convalescent  Intermediate  Nursing  Ambulatory 
Hospital        Care*   Ward**  Ward**  Home**  Care** 


VA  Code: 


092 

82 

9 

5 

1 

3 

065 

72 

5 

7 

9 

7 

136 

70 

7 

2 

4 

17 

031 

69 

5 

2 

9 

15 

150 

66 

1 

0 

5 

28 

062 

66 

8 

1 

6 

19 

049 

65 

4 

4 

9 

18 

158 

61 

12 

5 

6 

16 

051 

59 

4 

1 

9 

27 

125 

58 

17 

6 

2 

17 

068 

58 

0 

6 

11 

25 

083 

50 

15 

8 

12 

15 

012 

50 

10 

6 

11 

23 

VA  Mean 

64 

7 

4 

7 

18 

Municipal 

57 

8 

10 

25 

University 

86 

8 

2 

4 

*Met  criteria  of  need  for  acute-care  beds,  i.e.,  receiving  services 
requiring  hospitalization. 
**0pinion  of  ward  nurse  on  most  appropriate  placement. 


SOURCE:     NAS  one-day  census,  November  1975 
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Preoperative  Length  of  Stay 

From  the  census  data,  the  preoperative  length  of  stay  was  examined  for 
patients  with  a  single  diagnosis  who  had  a  single  operation.    The  combined 
experience  in  the  13  hospitals  is  summarized  in  Table  10-8. 

TABLE  10-8 

Distribution  of  Surgical  Patients  in  13  VA  Hospitals,  by 
Length  of  Preoperative  Stay 

 Length  of  Preoperative  Stay,  days  

Less 

 than  4       4-7        8-14        15-21        22+  Total 


Fraction  of  patients,  2    29  28         21  10  12  100 

SOURCE:     NAS  study  of  quality  of  care 


Tne  median  length  of  preoperative  stay,  rather  than  the  mean,  was  used 
to  compare  hospitals,  so  that  the  inordinately  long  stays  of  a  few  patients 
would  not  distort  the  comparisons.    Even  so,  there  is  a  wide  range  among 
hospitals,  as  shown  in  Table  10-9. 


TABLE  10-9 

Median  Length  of  Preoperative  Stay  in  13  VA  Hospitals 

 Median  Preoperative  Stay,  days 

Less 

than  3         3-5         6-8         9-11  12 


No.  hospitals  2  18  11 

SOURCE:     NAS  study  of  quality  of  care 

Among  the  13  hospitals,  the  median  preoperative  length  of  stay  ranged 
from  2.3  days,  in  one  highly  affiliated  hospital,  to  12.3  days,  in  another 
highly  affiliated  hospital.     In  the  non-VA  census,  the  median  was  11  days  in 
the  municipal  hospital  and  5.6  days  in  the  university  hospital.    The  differ- 
ences among  VA  hospitals  appear  greater  than  can  be  explained  by  differences 
in  patient  characteristics  or  type  of  surgery.    Length  of  preoperative  stay 
did  not  vary  by  age  of  the  patient. 
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Outcome  of  Surgery 

Complicat  ions 

In  the  12  larger  surgical  services  in  the  102  hospital  sample, 
a  comparable  mix  of  surgical  procedures  was  selected  from  each  hospital. 
Complications  during  surgery  were  reported  by  the  anesthetist.  Early 
complications  from  a  herniorrhaphy  or  a  prostatectomy  were  recorded 
by  the  ward  nurse  on  the  third  postoperative  day  and  for  the  other 
five  operations  on  the  seventh  day.     Later  complications  were  abstracted 
from  the  medical  record. 

Complications  of  anesthesia,  chiefly  cardiovascular  and  respiratory, 
were  reported  in  113  of  595  patients,  a  rate  of  19%.     However,  nearly 
all  complications  were  transient.     Only  12  were  still  present  3  or 
7  days  later,  at  the  time  of  the  nurse's  postoperative  report,  but 
five  of  these  patients  died.     There  was  no  association  of  complications 
of  anesthesia  with  the  qualifications  of  the  anesthetist  or  with  the 
type  of  anesthesia. 

Complications  of  surgery  occurred  in  166  of  the  595  surgical 
patients  (28%),  of  whom  42  also  had  complications  of  anesthesia.  The 
ward  nurses  noted  89  "early"  complications  on  the  third  or  seventh 
postoperative  day.     "Late"  complications  were  first  noted  in  101 
patients  after  the  nurse's  postoperative  report.  Twenty-four  patients 
had  both  "early"  and  "late"  complications.  Bleeding,  infection,  and 
failure  of  a  wound  to  heal  accounted  for  half  the  complications,  with 
cardiovascular,  respiratory,  genitourinary,  and  gastrointestinal  compli- 
cations making  up  the  other  half.     Among  types  of  surgery,  complications 
were  most  frequent  after  amputations  (40%);  the  death  rate  for  amputations 
was  10%,     The  complication  rate  was  about  33%  and  the  death  rate  less  than 
2%  for  the  three  types  of  abdominal  surgery.    With  transurethral  resec- 
tions, 28%  of  the  patients  had  complications,  and  less  than  1%  died. 
Herniorrhaphies  were  the  least  serious,  with  less  than  10%  complications 
and  no  deaths.    Among  the  total  of  595  surgical  cases,   12  (2%)  died 
during  the  40-day  postoperative  period. 

A  total  of  237  patients  had  complications  from  anesthesia,  surgery, 
or  both.     Multiple-regression  analysis  showed  that  age  and  the 
anesthetist's  rating  of  the  patient's  preoperative  condition  were 
the  patient  variables  most  highly  associated  with  the  probability  of 
complications.     The  patients  in  each  hospital  were  standardized  on  these 
two  variables  to  obtain  an  expected  frequency  of  complications.  3/ 

The  ratios  of  observed-to-expected  complications  are  shown 
for  the  12  hospitals  in  Table  10-10. 
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TABLE  10-10 

Frequency  of  Observed  Postoperative  Complications  as  a  Fraction  of 
Expected  Complications  in  12  VA  Hospitals 

 Complication  Ratio  (Observed/Expected)  

0-0.79    0.80-0.89    0.90-0.99     1.00-1.09     1.10-1.19  1.20-1.29 


No.  hospitals      11  4  1  2  3 

SOURCE:     NAS  study  of  quality  of  care 

The  difference  between  the  observed  and  expected  complications  was 
statistically  significant  -in  only  one  hospital,  with  a  complication  ratio 
of  0.29.     This  is  an  unaffiliated  hospital  with  the  greatest  number  of 
surgical  physician  staff  per  100  patients  and  the  second  highest  number 
of  nurses  per  100  patients. 

Postoperative  Mortality 

Death  within  40  days  of  an  operation,  "postoperative  death,"  has 
been  used  extensively  in  the  surgical  literature  as  a  measure  of  the 
outcome  of  surgical  care.  The  outcome  of  a  surgical  episode  of  care 
depends  on  several  independent  variables,  including  the  general  health 
of  the  patient,  the  severity  of  the  primary  disease  process,  the  physio- 
logic severity  and  complexity  of  the  operative  procedure,  the  quality 
of  the  surgeon  and  other  professional  people  treating  the  patient, 
and  the  quantity  and  quality  of  hospital  resources  applied  to  the 
patient 1 s  care . 

The  Committee  conducted  a  study  to  measure  the  extent  of  variation 
of  postoperative  mortality  among  VA  hospitals  for  selected  types  of 
operations  standardized  to  remove  the  effects  of  variables  that  charac- 
terize the  patient's  preoperative  condition.     The  basic  method  was 
a  modification  of  that  used  in  the  Study  of  Institutional  Differences 
in  Postoperative  Mortality  (IDS)  by  the  Stanford  Center  for  Health 
Care  Research  4/,  whose  staff  acted  as  consultants  for  the  present 
study.     The  source  of  data  was  the  VA  Patient  Treatment  File,  a  computer 
record  containing  medical  information  on  each  episode  of  care,  as 
well  as  limited  demographic  data  on  the  patient.     PTF  data  for  the  6 
fiscal  years  1970-1975  contained  660,000  discharges  of  patients  who 
had  operations.     From  this  6-year  file,  88  sets,  each  characterized 
by  a  specific  surgical  diagnosis  and  a  corresponding  operation,  were 
selected  to  represent  three  major  surgical  specialties — general, 
urologic,  and  orthopedic — accounting  for  about  80%  of  all  surgery 
done  by  the  VA.     The  study  excluded  females,  patients  discharged 
from  psychiatric  hospitals,  and  all  patients  with  cancer  other  than 
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specified  neoplasms.     More  than  200,000  operations  were  included  in 

the  final  calculations.     In  addition,  more  than  12,000  cardiac  procedures 

were  used  to  calculate  a  separate  index  for  cardiac  surgery. 

If  patients  with  a  given  condition  were  uniformly  distributed  among 
all  surgical  services  and  if  the  quality  of  care  were  the  same  throughout, 
every  service  would  have  the  same  surgical  mortality  rate  (if  the  numbers 
of  cases  were  large  enough).    This  rate  would  be  the  total  number  of 
deaths  in  all  surgical  services  divided  by  the  total  number  of  operations. 
In  actuality,  mortality  rates  differ  among  surgical  services.  The  entire 
difference  in  rates  could  be  attributed  to  quality  of  care,  if  random 
assignment  of  patients  among  the  surgical  services  were  practicable.  It 
is  not.     The  problem  is  to  determine  the  influence  of  quality  of  care 
in  the  absence  of  random  assignment  of  patients. 

The  solution  to  the  problem  is  approximate  and  depends  on  statis- 
tical techniques.  The  method  is  multivariate  analysis,  by  which  the 
influence  of  differences  in  patient  mix  among  the  surgical  services 
is  held  constant  and  thereby  removed.  One  cannot  be  sure  that  this 
adjustment  is  adequate,  because  patient  mix  may  not  be  properly  measured 
(in  terms  of  surgical  risk)  and  patients  themselves  may  select  specific 
hospitals  for  treatment.     That  is  why  the  solution  is  necessarily 
approximate.     With  this  proviso,  the  method  used  is  straightforward. 
First,  small  numbers  of  cases  for  a  given  diagnosis  were  eliminated. 
Then,  for  each  diagnosis-operation  set,  an  equation  with  a  number  of 
variables  was  estimated  to  allow  for  patient  mix.     The  variables  included 
age,  other  diagnoses,  whether  the  surgery  was  performed  on  an  emergency 
basis,  and  other  surgery  performed  before  or  during  the  selected  procedure. 
The  result  was  an  estimate  of  expected  deaths  for  a  particular  procedure 
on  each  service,  if  quality  were  uniform.     For  each  surgical  service, 
the  expected  deaths  for  each  diagnosis-operation  set  were  aggregated. 
This  denominator  was  divided  into  the  total  number  of  deaths  for 
these  diagnoses  on  that  service.    Presumably,  this  ratio — the  indirectly 
standardized  mortality  ratio  ( ISMR)— reflects  differences  in  quality 
(with  random  variation  disregarded). 

The  scatter  diagram  in  Figure  10-1  shows  the  relationship  of 
crude  mortality  rates  to  ISMRs .     Crude  rates  for  all  diagnosis-operation 
categories  show  a  ninefold  variation  among  hospitals,  with  0.6-5.5% 
of  patients  dying  within  40  days  after  surgery.  However,  when  the 
data  are  standardized  on  patient  variables,  as  above,  the  variation 
among  hospitals  is  reduced  to  sixfold,  0.3-1.9. 

Although  the  relationship  between  crude  mortality  rates  and  ISMRs 
is  reasonably  good,  the  crude  rate  can  be  a  misleading  indicator  of 
an  individual  hospital's  performance.  For  hospitals  with  an  ISMR  of 
1.0  (i.e.,  equal  observed  and  expected  mortality  rates),  crude  mortality 
rates  vary  from  1.8-3.7%.     Moreover,  the  hospital  with  the  highest 
ISMR  (i.e.,  the  greatest  number  of  observed  deaths  per  expected  death) 
has  a  crude  rate  of  only  3.8%,  lower  than  those  of  17  other  hospitals. 
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0  .5  1.0  1.5  2.0 

INDIRECTLY  STANDARDIZED  MORTALITY  RATE  (ISMR) 

Figure  10-1  VA  Hospitals  by  Crude  Postoperative  Mortality  Rate,  FY  1975,  and  by  Indirectly  Standardized 
Postoperative  Mortality  Ratio,  FY  1970-75 


160 


Although  this  measure  does  reveal  considerable  differences  among 
VA  hospitals  in  surgical  mortality,  it  must  be  recognized  that  the 
technique  of  computing  expected  deaths  probably  does  not  control  for  all 
differences  in  patient  mix.  Moreover,  the  number  of  observed  deaths  may 
be  understated,  owing  to  the  discharge  of  most  patients  earlier  than  40 
days  after  surgery.     Although  the  postdischarge  mortality  rate  in  such 
patients  would  be  very  small,  a  few  additional  deaths  in  a  hospital 
could  substantially  change  its  ISMR. 

A  distribution  of  ISMR's  for  the  131  general  hospitals  with  surgical 
services  in  fiscal  year  1975  (that  were  performing  surgery  for  the  5  prior 
years  as  well)  is  shown  in  Figure  10-2.  This  curve  resembles  a  normal 
distribution,  with  a  mean  of  1.0  and  a  standard  deviation  of  0.29.  Six 
hospitals  of  the  131  fall  outside  a  range  of  two  standard  deviations  above 
and  below  the  mean  (1.6-0.4).  Of  the  three  hospitals  with  ISMR's  above  1.6 
(observed  deaths  significantly  higher  than  expected),  two  are  unaffiliated 
and  have  small  surgical-bed  sections,  and  the  third  is  affiliated,  has  a 
large  surgical  service  (224  beds),  and  depends  heavily  on  the  medical  school 
for  surgical  manpower  (82%).     Of  the  three  hospitals  with  ISMR's  below  0.4 
(observed  deaths  significantly  fewer  than  expected),  two  are  unaffiliated, 
with  bed  sections  of  moderate  size  (84  and  95  beds),  and  the  third  is  a 
large  affiliated  service  (181  beds)  that  depends  on  the  medical  school  for 
95%  of  its  surgical  physician  manpower. 

Comparison  of  Complication  and  Mortality  Ratios 

Observed-to-expected  ratios  have  been  used  to  compare  hospitals  with 
respect  to  the  occurrence  of  both  complications  and  surgical  mortality. 
Both  ratios  measure  condition  of  the  patients  after  surgery.     For  the  12 
hospitals  in  which  complication  data  were  collected,  the  two  sets  of  ratios 
can  be  juxtaposed  as  in  Table  10-11  .    The  table  indicates  that  one  measure 
cannot  be  used  as  a  proxy  for  the  other.     Furthermore,  neither  can  easily 
be  adopted  by  the  VA  as  a  continuing  method  for  monitoring  the  quality  of 
surgery.     The  data  on  complications  are  not  routinely  available  in 
existing  reports.     For  this  study,  it  was  necessary  to  ask  the  anesthetist 
for  a  special  report  on  preoperative  status,  to  ask  the  ward  nurse 
for  a  postoperative  report,  and  to  review  the  medical  record  carefully. 
Although  the  data  on  postoperative  complication  rates  present  a  view 
of  current  practice,  and  complications  are  frequent  enough  to  make 
sample-size  requirements  tolerable,  the  data  elements  do  not  lend 
themselves  to  routine  collection.     There  is  also  a  subjective  element 
of  definition — of  deciding  how  severe  an  event  must  be  to  be  called 
a  complication. 

The  primary  difficulty  with  the  use  of  mortality  as  an  index  of 
quality  is  the  low  rate,  around  2%.    To  obtain  even  reasonably  stable 
rates,  it  is  necessary  to  accumulate  cases  over  a  number  of  years. 
The  resulting  data  may  no  longer  be  representative  of  the  current 
situation. 
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ISMR 

Figure  10-2  Frequency  Distribution  of  VA  Hospitals  by  Indirectly  Standardized  Postoperative  Mortality 
Ratios,  FY  1970-75 


91-271  O  -  77  -  12 
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TABLE  10-11 

Ratio  of  Observed  to  Expected  Complications  and  Ratio  of  Observed 
to  Expected  Mortality  for  12  T,A  Surgical  Services 

 No.  Hospitals  

Mortality  Complication  Ratio  (O/E)  

Ratio  (0/E)    0-0.79  0.80-0.89    0.90-0.99    1.00-1.09    1.10-1.19    1.20+  Total 


0.70-0.79 

0 

0 

0 

1 

0 

0 

1 

0.80-0.89 

1 

0 

2 

0 

1 

0 

4 

0.90-0.99 

0 

0 

1 

0 

0 

1 

2 

1.00-1.09 

0 

0 

0 

0 

0 

.  1 

1 

1 .10-1 .19 

0 

0 

1 

0 

1 

0 

2 

1.20+ 

0 

1 

0 

0 

0 

1 

2 

Total 

1 

1 

4 

1 

2 

3 

12 

Source:     Special  NAS  analysis 

Further  exploration  of  the  data  showed  that  there  was  no  associa- 
tion between  either  complication  or  mortality  ratios  and  the  degree  of 
affiliation  with  a  medical  school,  the  proportions  of  surgeons  who 
were  certified  or  who  were  residents,  the  average  age  of  surgeons, 
the  absolute  number  of  surgical  beds,  or  the  proportion  of  acute-care 
beds  allocated  to  surgery.    This  lack  of  association  of  either  mortality 
or  complications  of  surgery  with  various  criteria  that  might  be  expected 
to  influence  outcome  lends  support  to  the  conclusion  that  much  of  the 
variation  observed  is  random  or  due  to  hospital  or  patient  characteristics 
that  have  not  been  measured. 


Cardiac-Surgery  Mortality 

From  1971  to  1975,  the  volume  of  cardiac  surgery  under  VA  auspices 
tripled  to  3,074  operations  in  fiscal  year  1975,  owing  primarily  to 
an  increase  in  coronary  arterial  bypass  procedures  (from  114  in  fiscal 
year  1971  to  1,118  in  fiscal  year  1975).  Approximately  one-sixth  of 
the  bypass  procedures  were  performed  in  affiliated  university  hospitals. 
Among  40  VA  hospitals  with  at  least  30  cases  of  cardiac  surgery  during 
a  6.5-year  period  through  the  first  half  of  1976,  there  was  great 
variation  in  the  amount  of  cardiac  surgery  and  in  its  outcome.  Mortality 
rates  standardized,  as  described  above,  for  patient  and  procedure 
variables  were  calculated  for  the  40  hospitals.    Table  10-12  shows 
the  distribution  of  hospitals  by  the  volume  of  surgery  in  6.5  years  and 
the  ratios  of  observed  to  expected  deaths. 

The  table  shows  clearly  that  mortality  rates  higher  than  expected 
are  associated  with  a  low  volume  of  surgery.  Although  lower  than  expected 
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ratios  were  found  in  a  few  hospitals  with  small  volume,  eight  of  nine 
hospitals  with  the  greatest  volume  had  lower  mortality  ratios  than 
expected;  the  one  exception  had  an  ISMR  of  only  1.07. 

TABLE  10-12 

Number  of  Cases*  of  Cardiac  Surgery  Performed  and  Associated 
Adjusted  Mortality  Ratios  for  40  VA  Hospitals 


 No.  Hospitals 

 No.  Cases 

Less 


Cardiac  ISMR 

Total 

than  100 

100-199 

200-299 

300+ 

Less  than  0.60 

5 

1 

1 

0 

3 

0.60-0.79 

5 

3 

0 

0 

2 

0.80-0.99 

4 

0 

1 

0 

3 

1.00-1.19 

7 

4 

2 

0 

1 

1.20-1.39 

10 

3 

3 

4 

0 

1.40-1.59 

4 

2 

2 

0 

0 

1.60+ 

_5 

_5 

0 

0 

0 

Total 

40 

18 

9 

4 

9 

*During  the  6.5 

year  period 

fiscal  years 

1970-1975 

plus  first 

half  of 

year  1976. 


SOURCE:     VA  Patient  Treatment  File;  special  NAS  analysis 


The  data  suggest  that  a  significant  number  of  lives  would  be  saved 
by  the  concentration  of  cardiac  surgery  in  nine  VA  hospitals  selected 
on  the  basis  of  the  amount  of  cardiac  surgery  performed  and  the  mortality 
ratio.     Judging  by  the  preoperative  lengths  of  stay,  few  of  the  cases 
would  appear  to  be  life-threatening  emergencies  unsuitable  for  transpor- 
tation to  a  regional  cardiac-surgery  center.     If  all  3,074  cases  of 
cardiac  surgery  in  fiscal  year  1975  had  been  done  in  nine  centers, 
the  workload  would  have  been  about  340  per  year  or  fewer  than  seven 
per  week — only  a  moderate  workload  for  a  well-staffed  center — but 
the  mortality  presumably  would  have  been  decreased  substantially. 

In  general,  there  are  too  many  VA  cardiac-surgery  facilities  and 
they  are  too  widely  distributed.     A  consolidation  of  the  workload  to 
fewer  centers  could  mean  substantial  cost  savings  by  eliminating  the 
costly  maintenance  of  cardiac  surgeons,  technicians  and  nurses,  cardio- 
pulmonary-bypass  equipment,  and  intensive-care  units  that  are  under- 
utilized.    The  increase  in  patient  transportation  costs  would  be  much 
less  than  the  costs  saved  by  consolidation. 
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Renal  Transplantation 

By  the  end  of  fiscal  year  1976,  the  VA  had  performed  a  total  of 
2,882  renal  transplants — about  10%  of  all  transplants  in  the  United 
States.     During  fiscal  year  1976,  the  VA  performed  349  transplants,  249 
for  veterans  and  100  for  patients  from  affiliated  university  hospitals 
under  sharing  agreements.  The  249  transplants  for  veterans  were  done 
in  25  VA  hospitals,  15  of  which  are  specially  funded  by  the  VA  as 
renal-transplant  centers.     Transplants  for  the  100  non-VA  patients 
were  performed  under  sharing  agreements  with  five  affiliated  medical 
schools,  covering  1,  10,  13,  35,  and  41  cases  in  fiscal  year  1976. 
The  numbers  of  transplants  per  hospital  are  summarized  in  Table  10-13. 


TABLE  10-13 

Numbers  of  Renal  Transplants  Performed  in  VA  Hospitals,  FY  1976 
No.  Transplants 

(for  Veterans  and  Nonveterans)      No.  Hospitals 


Fewer  than  6  6 

6-10  6 

11-15  7 

16-20  2 

21-25  1 

More  than  25  _3 

Total  25 


SOURCE:     VA  Department  of  Medicine  and  Surgery 

Both  the  Social  Security  Administration  and  the  Joint  Commission  on 
Accreditation  of  Hospitals  consider  24  transplants  per  year  as  a  minimal 
performance  standard  (see  Chapter  17).     Only  three  VA  hospitals  in  fiscal 
year  1976  exceeded  this  standard.     This  suggests  that  the  VA  should  reduce 
the  number  of  VA  transplant  centers  to  five,  or  six  at  most,  and  transfer 
patients  either  to  these  centers  or  to  non-VA  hospitals  where  such  surgery 
is  performed  in  substantial  volume.     In  fiscal  year  1977,  the  VA  reduced  the 
number  by  six,  leaving  13  funded  and  six  unfunded  centers  still  operating. 

Whether  the  VA  should  operate  any  kidney-transplant  facilities  at  all 
is  an  important  question.     Because  all  citizens  with  end-stage  renal  disease 
are  now  covered  by  Medicare,  an  increasing  number  of  veterans  are  now  having 
renal  transplants  in  non-VA  hospitals.     If  this  trend  continues,  the  demand 
for  kidney  transplants  in  VA  facilities  could  well  disappear. 
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Surgery  in  Psychiatric  Hospitals 

Ten  of  the  24  psychiatric  hospitals  in  the  VA  system  have  surgical- 
bed  sections.  Some  characteristics  of  surgical  care  in  fiscal  year  1975 
in  VA  general  and  psychiatric  hospitals  are  compared  in  Table  10-16. 

TABLE  10-14 


Selected  Characteristics  of  Surgical  Care  in  VA 
General  and  Psychiatric  Hospitals,  FY  1975 


General 

Psychi  atric 

Characteristic 

Hospitals 

Hospitals 

No.  surgical-bed  sections 

133 

10 

No.  surgical  beds 

19,691 

216 

Average  no.  surgical  beds  per  hospital 

148 

22 

No.  operations 

249,742 

2,922 

Average  no.  operations  per  hospital 

1  ,878 

292 

with  surgical-bed  section 

Complexity  of  average  operation  (CRV) 

11.6 

8.4 

Crude  mortality  rate,  % 

3.3 

7.1 

SOURCES:     VA  Annual  Report,   1975;     VA  Patient  Treatment  File,  1975 


In  fiscal  year  1975,  psychiatric  hospitals  had  1.1%  of  the  VA 
surgical  beds  and  performed  1.2%  of  the  operations  performed  in  VA 
hospitals.     However,  the  10  psychiatric  hospitals  with  surgical  sections 
had  a  smaller  average  number  of  beds,  did  fewer  operations  per  hospital, 
and  performed  less  complex  operations,  as  measured  in  California 
Relative  Value  units,  than  the  133  general  hospitals.     Some  psychiatric 
hospital  patients  are  sent  for  surgery  to  general  hospitals  in  the 
VA  system,  particularly  for  more  complex  procedures.     However,  even 
though  the  psychiatric  hospitals  perform  less  complicated  procedures, 
the  crude  mortality  rate  for  operations  done  in  psychiatric  hospitals 
in  fiscal  year  1975  was  more  than  twice  as  high  as  the  rate  in  general 
hospitals.     Some  of  the  higher  surgical  mortality  in  psychiatric  hospitals 
may  be  due  to  patient  characteristics  that  were  not  measured  in  this 
study,  but  the  rate  is  so  much  higher  than  in  general  hospitals  that 
it  must  be  cause  for  concern.     The  data  suggest  that  the  volume  of 
6urgery  is  too  low  to  maintain  a  competent  standard  of  performance 
for  either  the  surgical  staff  or  the  supporting  hospital  services. 

Residency  Training 

The  VA  makes  a  significant  contribution  to  graduate  surgical 
education  through  the  residency  training  that  it  provides  in  affiliated 
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hospitals.     In  fiscal  year  1975,  the  VA  provided  funds  for  the  support 
of  1,734  residents  in  eight  surgical  specialties.  Nearly  all  these  residents 
were  concentrated  in  46  VA  hospitals  that  performed  802  of  the  6urgery 
done  in  VA  hospitals  in  fiscal  year  1975.  A  small  number  of  residencies 
were  scattered  among  38  other  VA  hospitals. 

The  distribution  of  residencies  in  the  VA  is  very  similar  to  the 
distribution  of  operations,  as  shown  in  Table  10-15.     The  last  column 
shows  the  average  number  of  operations  per  resident  for  each  specialty. 
The  overall  average  of  116  compares  favorably  with  the  average  of 
111  for  non-VA  hospitals  in  the  SOSSUS  report.     The  numbers  of  operations 
per  resident  were  greatest  for  urology  and  thoracic/cardiac  surgery 
and  smallest  for  ophthalmology. 


TABLE  10-15 

Distribution  of  Operations  and  Surgical  Residencies 
in  VA    Hospitals,  FY  1975 

Fraction  of  Fraction  of 

Operations,  Residencies,     No.  Operations 


Specialty 

X  (N=201,653) 

%  (N=l,734) 

per  Resident 

General  surgery 

43 

48 

106 

Urology 

19 

11 

195 

Orthopedic  surgery 

11 

13 

100 

Otolaryngology 

9 

8 

121 

Ophthalmology 

6 

11 

66 

Thoracic/cardiac  surgery 

5 

2 

226 

Plastic  surgery 

4 

3 

161 

Neurosurgery 

3 

4 

93 

Total 

100 

100 

116 

SOURCE:  VA:  Patient  Treatment  File;  Quarterly,  Filled  and  Vacant  Report, 
June  1975 


Despite  the  availability  of  patients,  the  site  visitors  were 
concerned  about  the  quality  of  the  teaching.     In  the  affiliated  hospitals, 
the  residents  perform  88%  of  the  surgery;  in  69%  of  the  operations 
performed  by  residents,  the  operation  was  not  supervised  by  a  member 
of  the  VA  full-time  or  part-time  staff  service  as  first  assistant 
surgeon.     In  the  survey  of  VA  professional  staff  conducted  by  the 
Committee,  15%  of  the  full-time  physicians  and  12%  of  the  part-time 
physicians  responding  thought  that  there  was  too  little  supervision 
of  residents;  25%  of  the  residents  responding  felt  that  they  received 
inadequate  supervision.     Forty-one  percent  of  the  residents  also 
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thought  that  the  quality  of  education  in  the  VA  was  lower  than  in 
non-VA  settings. 

Summary  of  Findings 

Most  of  the  patients  admitted  to  surgery  are  assigned  by  the 
admission  officer  on  the  basis  of  inadequate  information.  As  a  conse- 
quence, 47%  of  the  patients  admitted  to  the  surgical  service  are 
discharged  without  having  had  surgery. 

Surgical  services  depend  heavily  on  residents  and  part-time  staff 
for  surgical  manpower.     Residents  comprise  63%  of  full-time  equivalent 
surgeons  and  perform  79%  of  all  operations.  The  full-time  surgeons 
perform  relatively  few  operations. 

The  facilities  and  process  of  medical  care  were  evaluated  in  12 
general  hospitals  with  large  surgical  services  by  means  of  site 
visits  and  audit  of  records.     Operating  rooms  and  equipment  were 
adequate  in  most  of  the  hospitals.     The  process  of  medical  care, 
including  records,  was  considered  generally  satisfactory.  Utilization 
of  operating  rooms  was  low. 

A  one-day  census  of  patients  on  surgical  services  was  conducted  to 
determine  appropriate  occupancy  of  beds.     Sixty-three  percent  of 
the  patients  were  thought  to  be  appropriately  placed  on  acute  surgical 
wards.     A  study  was  also  performed  to  determine  the  length  of  pre- 
operative stay  in  the  hospital.     Most  of  the  hospitals  had  average 
preoperative  stays  of  greater  than  5  days. 

The  outcome  of  surgery  was  evaluated  by  complication  rates  and 
surgical  mortality.     No  evidence  was  found  of  an  excessive  rate  of 
complications  in  VA  hospitals.     Similarly,  the  mortality  rate  for 
general  surgery  in  VA  general  hospitals  was  not  excessive.  However, 
in  the  10  psychiatric  hospitals  with  surgical-bed  sections,  the 
crude  mortality  rate  was  more  than  twice  that  in  general  hospitals 
and  the  number  of  operations  performed  was  relatively  small.  Cardiac 
surgery  was  performed  in  40  VA  hospitals.     The  mortality  rate  for 
cardiac  surgery  was  excessive  in  hospitals  performing  few  such 
operations.     It  was  felt  that  VA  cardiac-surgery  resources  are 
excessive  and  too  widely  distributed. 

Renal  transplantation  is  performed  in  25  VA  hospitals.  The 
majority  of  transplants  are  done  in  hospitals  that  perform  fewer 
than  16  procedures  a  year.     The  standard  set  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  is  a  minimum  of  24  transplants  per 
year.     Only  three  VA  hospitals  met  or  exceeded  this  standard. 

The  VA  supports  1,734  surgical  residencies.     Nearly  all  of  these 
are  trained  in  46  VA  hospitals.    Adequate  surgical  procedures  are 
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performed  to  support  the  training  of  residents.  There  was  no 
supervision  by  a  full-time  or  part-time  staff  surgeon  in  69%  of  the 
operations  performed  by  residents. 


CHAPTER  11.     HOSPITAL  CARE:  PSYCHIATRY 


In  providing  mental-health  care  to  veterans,  the  VA  faces  most 
of  the  same  pressures  and  problems  faced  by  state-  and  community-based 
institutions  responsible  for  providing  psychiatric  care.     But  the 
VA  has  several  additional  problems:     it  is  a  national  system — by 
far  the  largest  mental-health-care  system  under  centralized  control 
in  the  United  States;  it  is  under  many  unique  pressures  with  respect 
to  the  services  that  it  can  offer,  the  patients  that  it  can  (and, 
often,  must)  serve,  and  the  ways  in  which  it  can  obtain  and  distribute 
its  resources;  and  it  operates  under  a  unique  set  of  incentives, 
both  financial  and  operational,  affecting  both  its  patients  and 
its  staff. 

This  chapter  discusses  only  the  special  problems  of  the  VA  in 
providing  mental-health  care.     It  does  not  cover  problems  that  the 
VA  shares  with  other  psychiatric-care  providers.     Comparisons  with 
non-VA  practices  and  conditions  are  made  when  they  are  warranted 
and  when  appropriate  data  are  available. 

The  data  come  from  three  principal  sources:     the  VA,  principally 
from  the  VA  census  for  fiscal  year  1975,  VA  annual  reports,  and  the 
Patient  Treatment  File;  special  studies  undertaken  by  the  Committee; 
and  surveys  made  by  the  National  Institute  of  Mental  Health. 

Facilities 

The  VA  operates  approximately  10%  of  all  psychiatric  beds  in  the 
United  States.     This  proportion  has  remained  relatively  constant  since 
1970.     In  the  VA,  as  in  the  United  States  as  a  whole,  there  has  been 
a  decrease  in  the  total  number  of  psychiatric  beds  for  inpatient 
care  over  the  last  several  years.     In  the  VA,  this  is  true  both  in 
absolute  numbers  and  as  a  proportion  of  the  total  number  of  VA  hospital 
beds.     In  1965,  59,000  (49%)  of  the  VA's  120,000  hospital  beds  were 
designated  as  psychiatric;  in  1975,  there  were  29,827  psychiatric 
beds  (32%)  in  the  total  of  94,477  operating  VA  hospital  beds. 

Of  the  29,827  psychiatric  beds  in  VA  hospitals  in  1975,  22,154 
(74%)  were  in  psychiatric  hospitals  or  in  hospitals  that  the  VA  desig- 
nates as  general,  but  in  which  more  than  50%  of  the  beds  are  in  the 
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psychiatric  service.    The  remainder  are  in  psychiatric-bed  sections 
in  general  hospitals  in  which  more  than  half  the  beds  are  medical 
and  surgical. 

Seventy-three  percent  of  the  general  hospitals  with  psychiatric- 
bed  sections,  but  only  37%  of  the  psychiatric  hospitals,  are  in  urban 
areas.  Thus,  psychiatric  care  in  general  hospitals  (typically  giving 
mostly  acute  care)  is  most  readily  available  in  urban  areas,  and 
most  chronic  psychiatric-care  beds  are  in  rural  areas.  The  number 
of  VA  psychiatric  beds  per  veteran  varies  widely  among  the  catchment 
areas.     This  makes  access  to  VA  psychiatric  inpatient  care  largely 
a  function  of  where  a  veteran  happens  to  live. 

One-third  of  the  ratings  of  the  Committee's  consultants  who 
visited  a  sample  of  six  psychiatric  and  21  general  hospitals  indicated 
that  facilities  in  these  hospitals  were  inadequate  for  delivering 
proper  mental-health  care.     Most  of  the  negative  comments  concerned 
the  lack  of  appropriate  spaces  for  the  conduct  of  individual  or 
group  therapy  with  patients  and  the  crowding  and  lack  of  privacy 
of  the  living  spaces  provided  for  patients. 

Patients 

The  1970  U.S.  Census  found  that  slightly  more  than  half  the 
veterans  hospitalized  for  psychiatric  problems  are  in  state,  city, 
county,  or  private  hospitals.     There  is  little  information  on  the 
characteristics  of  veterans  who  use  non-VA  facilities  for  mental-health 
care.     The  material  in  this  report  deals  primarily  with  veterans 
who  are  served  in  VA  facilities.    Most  of  the  data  on  VA  patients 
are  based  on  a  20%  sample  of  inpatients  included  in  a  patient  census 
taken  by  the  VA  in  October  1975.    The  numbers  in  all  tables  derived 
from  this  census  are  estimates  of  the  total  psychiatric  inpatient 
population,  based  on  the  20%  sample. 

In  October  1975,  there  were  51,000  patients  with  a  primary 
psychiatric  diagnosis  in  all  VA  facilities,  state  homes,  and  contract 
community  nursing  homes.     Only  50%  of  these  patients  were  in  psychiatric 
beds.    Approximately  29%  were  in  nonhospital  (extended-care)  facilities, 
such  as  VA  domiciliaries ,  VA  nursing  homes,  state  homes,  and  community 
nursing  homes.    The  remainder  were  in  other  bed  sections  within 
the  hospital,  primarily  intermediate-care  and  acute-medical  sections. 
In  most  of  the  available  reports  of  VA  health  care,  detailed  data 
are  presented  only  on  patients  in  psychiatric-bed  sections.  These 
reports,  although  accurate  for  the  population  concerned,  tend  to  obscure 
the  true  role  of  the  VA  in  providing  care  to  psychiatric  patients, 
because  they  are  concerned  with  only  about  half  the  patients  whose 
primary  diagnosis  is  psychiatric. 
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To  present  a  more  comprehensive  picture,  a  statistical  analysis 
was  undertaken  of  the  entire  population  of  51,000  patients  with 
a  primary  psychiatric  diagnosis  as  of  October  1975. 


Diagnoses 

There  are  significant  differences  in  the  diagnoses  of  patients 
among  various  VA  treatment  settings.  Table  11-1  indicates  the  numbers 
and  proportions  of  patients  in  each  of  the  categories  of  VA  facilities. 
Patients  normally  thought  of  as  more  acute  are  more  likely  to  be 
found  in  psychiatric-bed  sections  of  general  hospitals,  whereas 
the  organic  brain  syndrome  (OBS)  patients  and  chronic  psychotics 

TABLE  11-1 

Distribution  of  All  VA  Psychiatric  Patients  by  Diagnosis 
and  Treatment  Setting* 

 Patients  

General  Psychiatric  Extended-Care 


Diagnos  is** 

Total 

Hospitals 

Hospitals 

Facilities 

No. 

Z 

No. 

% 

No. 

% 

No. 

% 

Functional 

22,782 

100 

0 

3,007 

13 

2 

12,691 

55.7 

7,084 

31. 

1 

psychosis 

Organic  brain 

13,478 

100 

0 

1,428 

10 

6 

3,841 

28.5 

8,209 

60. 

9 

syndrome 

Psychoneurotic 

4,750 

100 

0 

1,451 

30 

5 

1,634 

34.4 

1,665 

35. 

1 

and  behavioral 

disorders 

Alcoholism 

9,566 

100 

0 

3,319 

34 

7 

3,499 

36.6 

2,748 

28. 

7 

and  drugs 

Other  mental 

395 

100 

0 

110 

27 

8 

105 

26.6 

180 

45. 

6 

disorders 

Total 

50,971 

100 

0 

9,315 

18 

3 

21,770 

42.7 

19,886 

39. 

0 

*The  three  locations  outlined  in  this  and  later  tables  and  figures  are 
made  up  of  the  following  bed  settings: 

General  and  psychiatric  hospitals — all  bed  sections  in  the  VA  hospitals 
(psychiatry,  medicine,  surgery,  neurology,  etc.),  except  intermediate  care. 

Extended  care — intermediate-care  bed  sections  in  VA  hospitals,  state- 
-operated  domiciliaries ,  and  nursing  homes;  contract  community 
nursing  homes;  VA  domiciliaries;  and  VA  nursing  homes. 

**Diagnoses  are  based  on  ICDA,  8th  Revision,  codes  290-315. 


SOURCE:     1975  VA  Census 
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are  more  likely  to  be  found  in  extended-care  facilities.  Over  552 
of  the  functionally  psychotic  patients  are  in  psychiatric  hospitals, 
and  312  are  in  extended-care  facilities. 

The  VA  annual  reports  indicate  that  the  proportion  of  psychia- 
tric patients  diagnosed  as  alcoholic  has  increased  from  6.92  in  1970  to 
15.42  in  1975 s  and  the  proportion  diagnosed  as  psychotic  has  fallen 
from  70.72  in  1970  to  61.02  in  1975. 

Many  patients  have  medical  or  other  psychiatric  problems  in 
addition  to  those  described  by  their  primary  diagnoses.     Of  the  50,971 
patients  with  primary  psychiatric  diagnoses  in  the  1975  VA  census, 
21,990  (43.12)  had  also  been  assigned  a  secondary  diagnosis.  The 
following  were  the  most  frequent  secondary  diagnoses  for  these  patients: 


The  diagnostic  mix  of  patients  varies  substantially  across  hospital 
systems.     The  VA  system  served  (in  1970)  a  much  higher  proportion 
of  patients  diagnosed  as  alcoholic  than  either  public  nonfederal 
or  private  hospitals.     Private  hospitals  served  only  about  half 
as  many  patients  with  organic  brain  syndrome  as  did  the  VA  and  the 
state,  county,  and  city  hospitals. 1/     (Data  are  not  truly  comparable, 
of  course,  because  the  VA  patients  are  adult  males.  Data  for  the 
other  hospitals  are  on  all  patients,  including  females.) 


Of  the  veterans  hospitalized  with  a  psychiatric  diagnosis,  232  are 
over  65  years  old.    Only  8%  of  all  veterans  are  65  or  over.  Younger 
veterans  are  more  likely  to  use  non-VA  facilities  for  episodes  of 
psychiatric  care;  older  veterans  tend  to  use  VA  facilities.  This 
is  probably  due,  in  part,  to  the  veterans  who  are  transferred  to 
VA  from  non-VA  facilities  as  they  become  older  and  more  chronically 
ill.     The  eligibility  regulations  enhance  the  priority  for  access 
to  VA  care  for  all  veterans  when  they  reach  the  age  of  65.  The 
VA  also  provides  a  wider  range  of  medical,  dental,  and  financial- 
support  services  for  the  older  veteran  than  do  the  non-VA  settings, 
thus  encouraging  older  veterans  to  apply  for  VA  care. 

There  are  major  differences  in  the  age  distributions  of  patients  in 
the  various  VA  treatment  setting's.  Figure  11-1  shows  that  the  extended- 
care  facilities  have  a  disproportionate  share  of  older  patients. 


Diseases  of  the  circulatory  system 
Additional  mental  disorders 

Endocrine,  nutritional,  and  metabolic  diseases 
Diseases  of  the  nervous  system  and  sense  organs 
Diseases  of  the  respiratory  system 
Diseases  of  the  digestive  system 


22.72 
19.52 
12.22 
11.12 
6.62 
5.72 


Age 
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About  55%  of  all  patients  with  a  psychiatric  diagnosis  are  45  or  older 
and  are  diagnosed  as  suffering  from  organic  brain  syndrome  or  functional 
psychosis . 

Race 

Of  the  psychiatric  patients  in  VA  facilities,  17%  are  nonwhite, 
compared  with  8%  and  13%  of  the  male  veteran  and  nonveteran  populations, 
respectively. 

Marital  Status 

The  proportion  of  patients  with  psychiatric  diagnoses  who  are 
currently  married  is  extremely  low — 28.5%.     The  comparable  figure  for 
all  veterans  is  79.6%.  In  the  largest  group  of  patients  (functional 
psychotics),  80%  are  currently  unmarried  and/or  were  never  married. 

Veterans  who  are  married  have  the  shortest  attained  hospital  stays, 
followed  by  those  who  have  been  but  are  not  now  married  and  the  never- 
married.     Of  the  hospitalized  never-married  veterans,  26%  have  an  attained 
stay  of  more  than  5  years,  compared  with  12%  and  13%  for  the  currently 
married  and  formerly  married  groups,  respectively. 

Of  all  psychiatric  patients  who  have  been  in  the  system  for  at 
least  10  years,  64%  have  never  been  married,  and  85%  are  not  married  now. 

Eligibility  Status 

Of  the  psychiatric  inpatients,  29%  are  being  treated  for  service- 
connected  disabilities.     This  is  approximately  the  same  proportion  as  is 
found  on  other  services . 

Involuntary  Commitment  in  VA  Hospitals 

Until  recently,  the  problem  of  involuntarily  committed  patients  in 
VA  hospitals  had  received  very  little  attention.    The  number  of  such 
patients  was  assumed  to  be  small,  and  it  was  widely  believed  within 
the  VA  that  commitment  status  had  no  substantial  impact  on  the  treatment 
afforded  these  patients.     Two  separate  reports  2/  to  the  Administrative 
Conference  of  the  United  States  considered  the  extent  of  this  problem. 
They  estimated  that  the  involuntarily  committed  patients  represented 
a  substantial  proportion  (approximately  25%)  of  veterans  hospitalized 
in  psychiatric  hospitals  and  suggested  that  the  VA's  admission  and 
release  procedures  were  inadequate  to  meet  the  legal  rights  of  these 
patients  and,  perhaps,  their  treatment  needs  as  well.     In  a  one-day 
census  of  patients  in  psychiatric  beds  conducted  in  four  psychiatric 
and  14  general  hospitals  in  November  1975,  the  Committee  found  that  18.5% 
of  the  patients  in  the  psychiatric  hospitals  and  6.8%  of  the  psychiatric 
patients  in  the  general  hospitals  were  committed  involuntarily. 
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In  March  1976,  the  VA  issued  a  new  policy  circular  (10-76-37)  that 
implements  many  of  the  recommendations  of  the  Administrative  Conference 
reports.     Formal,  periodic  administrative  review  of  all  involuntarily 
committed  patients  is  now  required  "to  assure  that  these  patients  are 
not  involuntarily  retained  when  the  reasons  for  commitment  cease  to 
exist."    Reviews  are  to  be  performed  at  least  twice  a  year  by  panels 
of  professionals  "not  directly  involved  in  treating  the  patient."  Prior 
notice  of  review  i6  required,  and  patients  will  be  allowed  to  participate 
in  a  hearing  and  to  bring  another  person-  Patients  who  no  longer  meet 
the  legal  criteria  for  continued  hospitalization  will  be  discharged, 
unless  they  request  hospitalization  and  meet  eligibility  requirements. 
The  review  panel  will  detail  the  reasons  for  its  decision  and  include 
a  statement  of  these  reasons  in  the  patient'E  permanent  medical  file.  The 
new  regulation  also  details  various  administrative  procedures  (e.g.,  pre- 
paration of  individual  "diary  cards")  that  will  be  followed  in  implementing 
the  new  policy.  These  new  policies,  if  vigorously  implemented,  should 
go  far  to  ensure  that  the  legal  rights  of  committed  patients  are  protected. 

Outpatient  Psychiatric  Care 

Almost  every  VA  hospital  that  provides  inpatient  psychiatric  care  also 
offers  outpatient  mental-health  services.     In  addition,  there  are  about  40 
freestanding  and  satellite  clinics  that  provide  outpatient  mental-health  care. 

As  of  October  1975,  the  VA  operated  a  variety  of  outpatient/ambulatory 
mental-health-care  programs,  as  shown  in  Table  11-2.  An  additional  24  units 
were  scheduled  for  completion  in  fiscal  year  1976.  The  table  also  shows 
how  fiscal  year  1975  outpatient  visits  were  distributed  among  these  units. 

TABLE  11-2 

Distribution  of  Outpatient  Visits  to  VA  Mental-Health  Units,  FY  1975 
Type  of  Unit  No.  Outpatient  Visits      No.  Units 


Mental-hygiene  clinics 

846,633 

104 

Day  treatment  centers 

496,402 

55 

Day  hospitals 

153,775 

43 

Drug-dependence  treatment 

1,044,351 

53 

(including  methadone  maintenance) 

Alcoholism  treatment 

151,745 

71 

Total 

2,692,906 

326 

SOURCE:     VA  Department  of  Medicine  and  Surgery 

In  addition  to  providing  outpatient  care  in  VA  facilities,  the  VA 
pays  the  cost  of  some  outpatient  visits  to  non-VA  providers  for  mental- 
health  care.     In  fiscal  year  1976,  405,629  such  visits  were  made  on  a 
fee-for-service  basis  at  a  total  cost  of  $7,940,891— less  than  $20  per 
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visit.     In  fiscal  year  1970,  there  were  294,266  such  visits  at  a  cost 
of  $3,783,262.     A  small  number  of  these  f ee-f or-service  visits  (4,719 
in  fiscal  year  1976)  were  to  non-VA  contract  clinics;  the  remainder  were 
to  private  providers,  primarily  psychiatrists. 

Chapter  7  discusses  the  problems  of  access,  inadequate  capacity, 
staffing  limitations,  and  the  like  that  plague  the  expanding  ambulatory- 
care  program  in  the  VA.     These  are  all  pertinent  to  psychiatric  care, 
as  well  as  medical  and  surgical  care.     In  addition,  these  problems 
are  of  special  concern  to  the  high  proportion  of  psychiatric  patients 
who  require  very-long-term  and  outpatient  care  to  obviate  hospitalization 
or  to  provide  the  continuity  of  care  required  to  avoid  readmission. 

Length  of  Hospitalization 

Analysis  of  attained  stay  (Figure  11-2)  shows  that  the  functional 
psychotics  and  organic-brain-syndrome  patients  have  been  in  VA  facilities 
for  the  longest  periods.    Of  the  patients  with  these  diagnoses,  50% 

FIGURE  11-2.     Cumulative  Attained  Stay  of  Psychiatric  Patients  (October,  1975) 
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SOURCE:     1975  VA  Census 
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had  attained  stays  of  about  a  year  on  the  day  of  the  annual  VA  census 
in  1975;  272  of  the  functional  psychotics  and  17%  of  the  OBS  patient6 
had  attained  stays  greater  than  5  years.     However,  of  the  patients 
diagnosed  as  having  psychoneurotic  or  personality  disorders, 
approximately  50%  had  attained  stays  of  less  than  60  days.  For 
alcoholism  or  drug  dependence,  a  comparable  figure  was  about  37  days 

There  has  been  a  very  significant  decrease  in  the  median  attained 
stay  of  psychiatric  patients  in  psychiatric-bed  sections  of  VA  hospitals 
in  the  last  15  years.     In  1960,  the  median  was  over  6  years;  3/  in  1975, 
it  was  4.5  months.     This  decrease  reflects  several  trends.  There  has  been 
a  substantial  decrease  in  the  proportion  of  very-long-staying  patients: 
40.8%  stayed  over  10  years  in  1960;  only  11.2%  stayed  that  long  in  1975. 
There  also  has  been  a  substantial  increase  in  the  proportion  of  short- 
stay  patients:     13%  stayed  less  than  90  days  in  1970;  45.9%  in  1975.  The 
decrease  in  long-term-care  psychiatric  patients  is  partially  accounted 
for  by  changing  treatment  methods,  changing  attitudes,  and  the  increased 
availability  of  extended-care  and  ambulatory-care  facilities.  The 
substantial  increase  in  short-term  stays  is  also  almost  certainly 
due  in  part  to  a  change  in  patient-care  mix  (e.g.,  a  substantial 
increase  in  drug-dependent  and  alcoholic  patients). 

There  is  wide  variation  in  length  of  stay  among  hospitals.     In  general 
hospitals  with  psychiatric  units,  the  median  length  of  stay  of  schizo- 
phrenics in  fiscal  year  1975  ranged  from  10.7  to  35.1  days.  In  psychiatric 
hospitals  the  range  was  25.8-46.4  days.     Median  length  of  stay  for 
alcoholics  ranged  from  6.5  to  29.9  days  in  psychiatric  units  in 
general  hospitals  and  from  16.2  to  31.8  days  in  psychiatric  hospitals. 

Available  data  indicate  that  the  VA,  in  general,  tends  to 
hospitalize  patients  for  longer  periods  than  do  non-VA  facilities. 
The  median  length  of  stay  for  patients  discharged  from  inpatient 
psychiatric  units  of  VA  general  hospitals  is  24  days,  compared  with 
7  days  and  13  days  for  inpatient  psychiatric  units  in  public  nonfederal 
and  nongovernment  general  -hospitals ,  respectively .4/ 

Psychiatric  Staffing  in  the  VA 

The  discussion  of  psychiatric  staffing  in  Chapter  5  noted  that 
staffing  ratios  in  psychiatric  units  of  VA  general  hospitals  are 
lower  than  those  in  similar  non-VA  facilities  in  almost  every  category 
of  patient-care  personnel,  as  well  as  in  total  patient-care  staff 
per  100  patients.    The  same  is  true  for  comparisons  of  VA  and  non-VA 
psychiatric  hospitals.    Among  VA  hospitals,  wide  variation  is  found 
in  staff-to-patient  ratios  and  in  the  ratios  of  mental-health 
professionals  per  100  patients.  The  medium-sized  psychiatric  units 
in  VA  general  hospitals  have  the  highest  staff-to-patient  ratios. 
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However,  it  must  be  emphasized  that  the  adequacy  of  staffing 
cannot  be  judged  from  staffing  ratios  alone.     The  patient-care 
requirements,  based  on  patient  characteristics  and  treatment 
requirements,  must  also  be  considered.     VA  psychiatric  unit6  are 
characterized  by  patient  mixes,  patient  turnover  rates,  and  treatment 
programs  very  different  from  those  in  non-VA  units,  so  the  real 
differences  in  adequacy  of  staffing  between  VA  and  non-VA  facilities 
cannot  be  inferred  from  the  differences  in  staffing  ratios  alone. 
Within  the  VA,  however,  differences  may  have  real  significance. 

In  addition  to  quantitative  information  concerning  staffing,  it 
would  be  desirable  to  have  available  techniques  for  assessing  the 
quality  of  personnel  providing  mental-health-care  services  in  the  VA. 
Unfortunately,  these  data  are  difficult  to  acquire  and  to  interpret. 
The  data  obtained  from  the  Committee's  survey  of  VA  professional  staff 
show  that  a  smaller  proportion  of  physicians  assigned  to  psychiatry 
in  VA  hospitals  are  board-certified  than  those  assigned  to  medicine 
or  surgery,  and  a  higher  proportion  of  physicians  in  psychiatry 
are  foreign  medical  graduates  than  is  true  for  the  other  services 
(see  Table  11-3).     Thus,  the  physicians  who  are  assigned  to  psychiatry 
probably  have  less  formal  training  in  their  specialty  than  those 
assigned  to  other  services.     Opinion  is  strong  that  many  physicians 
who  received  their  training  in  foreign  medical  schools  are  under  a 
special  disadvantage  in  psychiatry,  because  they  frequently  share 
neither  the  cultural  background  nor  the  native  language  of  their 
patients.     Many  of  the  comments  received  in  the  Committee's  survey 
of  VA  professional  staff  speak  to  the  relatively  inadequate  preparation 
of  some  VA  psychiatrists  and  to  the  special  problems  encountered  in 
using  foreign  medical  graduates  in  VA  psychiatric  settings.     It  should 
be  noted,  however,  that  the  VA  has  a  lower  proportion  (23.5%)  of  foreign 
medical  graduates  in  its  psychiatric  units  than  the  proportion  (50.4%) 
employed  in  state  and  county  mental  hospitals  in  1975.5/ 


TABLE  11-3 


Characteristics  of  VA  Physicians  by  Major  Service 


Service 


Fraction  Board- 
Certified,  % 


Fraction  Foreign 
Medical  Graduates,  % 


Psychiatry 

Medicine 

Surgery 


46.2 
66.8 
77.3 


23.5 
17.1 
17.5 


SOURCE:    NAS  survey  of  VA  professional  staff,  1975 


The  quantity  of  6taff  in  the  psychiatric  services  was  evaluated 
in  23  site-visited  hospitals.  The  judgments  are  summarized  in  Table  11-4. 
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In  very  few  hospitals  was  the  quantity  of  staff  judged  to  be 
outstanding.     It  was  judged  to  be  inadequate  in  21-53%  of  hospitals, 
depending  on  staff  category. 

Site-visitor  ratings  concerning  the  qualifications  of  professionals 
assigned  to  psychiatry  were  distributed  as  follows: 

Outstanding  18% 
Adequate  54% 
Inadequate  28% 


TABLE  11-4 

Site  Visit  Ratings  of  Adequacy  of  Quantity  of  Staff,  by  Specified 
Categories  for  Psychiatric  Services  of  23    VA  Hospitals 

Rating  of  Quantity  of  Staff,  % 


Personnel  Category  Inadequate      Adequate  Outstanding 


Physicians  53  43  4 

Psychologists  30  67  3 

Social  workers  21  75  4 

Nurses  24  76  0 

Allied  health  38  62  0 

Administrative  support  staff           23  77  0 


SOURCE:     NAS  site  visits 


Thus,  the  visitors'  judgments  of  both  quantity  and  quality  of  staff 
indicate  that  there  is  room  for  substantial  improvement.  Comparable 
data  on  non-VA  hospitals  are  not  available. 

In  a  report  of  a  special  survey  conducted  by  the  the  VA  in  1974,  6/ 
comments  were  made  by  visiting  teams  concerning  the  psychiatric  services 
in  22  VA  hospitals.  The  reports  indicated  inadequate  staffing  in  about  10 
Most  referred  to  inadequate  numbers  of  psychiatrists,  nurses,  or  both. 
Specific  comments  concerning  the  low  quality  of  physician  staff  members 
were  made  in  reports  on  five  of  the  22  VA  hospitals. 

Staffing  of  psychiatric  services  is  supplemented  in  72  VA  hospitals 
by  residents  and  medical-school  faculty  through  affiliation  relationships 
In  32  hospitals,  over  two-thirds  of  the  physician  staff  consists 
of  medical-school  faculty  and  residents;  in  another  24,  over  one-third 
of  the  physician  6taff  is  provided  by  medical-school  faculty  and 
residents.     Almost  all  the  strongly  affiliated  psychiatry  programs 
in  the  VA  are  in  general  hospitals.    There  are  only  about  45  residencies 
available  in  psychiatric  hospitals,  and  22  of  these  are  in  one  hospital. 
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It  is  clear  that  most  VA  psychiatric  facilities  operate  with 
inadequate  numbers  of  staff  and  that  many  professional  staff  members 
are  inadequately  qualified.  Two  primary  reasons  for  these  conditions 
are  evident.     First,  the  staffing  standards  are  lov,  compared  with 
those  for  other  services — roughly  one  staff  member  per  patient  in 
psychiatric-bed  sections  vs.  1.5  per  patient  in  medical-bed  sections. 
Second,  recruitment  and  retention  of  high-quality  mental-health 
professionals — especially  psychiatrists — is  difficult.     Even  if  many 
more  positions  were  available  for  psychiatrists  in  VA  hospitals,  the 
geographic  isolation  of  many  hospitals,  the  lack  of  affiliation  with 
medical  schools,  the  relatively  low  salary  scales,  and  the  limited 
variety  of  patients  (almost  all  adult  males)  make  recruitment  and 
retention  of  highly  qualified  psychiatrists  difficult.     These  problems 
are  especially  severe  in  the  large  psychiatric  hospitals  and  long-term 
care  facilities. 


Effectiveness  of  Psychiatric  Care  in  the  VA 

Appropriateness  of  Hospitalization 

Many  VA  staff  members  indicated  in  their  responses  to  the 
Committee's  questionnaire  that  perhaps  half  the  patients  admitted 
(particularly  to  psychiatric  hospitals)  could  and  should  be  treated 
as  outpatients.     Comments  of  the  Committee's  site  visitors  were 
equally  strong  on  this  point. 

Objective  data  on  this  score  were  obtained  in  the  analysis  of 
applications  for  care  to  a  sample  of  18  hospitals.     The  presenting 
complaints  of  2,055  applicants  were  judged  to  be  psychiatric.  Of 
the  714  applying  at  general  hospitals,  44%  were  admitted  as  inpatients; 
of  1,341  applying  at  psychiatric  hospitals,  81%  were  admitted.  Although 
the  severity  of  the  illness  and  need  for  immediate  hospitalization 
of  each  of  these  patients  are  unknown,  it  seems  unlikely  that  almost 
twice  as  many  of  those  applying  to  psychiatric  hospitals  required 
inpatient  care  as  of  those  applying  to  general  hospitals.  Further 
analyses  of  these  data  indicated  that  the  proportion  hospitalized  varied 
inversely  with  the  number  of  applicants  per  bed  per  year  for  each 
hospital.    Other  variables,  such  as  socioeconomic  status  of  the  patient, 
are  associated  with  admission  rates,  but  no  other  variable  tested 
accounted  for  as  much  of  the.  variance  in  hospitalization  as  the 
number  of  applicants  per  bed  per  year.     It  seems  clear  that  the 
probability  of  being  admitted  to  inpatient  status  in  a  psychiatric 
facility  depends  to  an  important  extent  on  the  hospital  to  which 
the  patient  applies. 
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Appropriateness  of  Placement 

In  a  special  6tudy  conducted  in  connection  with  the  1973  VA 
census,  the  following  question  was  asked  of  the  VA  staff  concerning 
each  occupant  of  a  psychiatric  bed  who  had  a  primary  psychiatric 
diagnosis:   "If  facilities  were  available,  which  one  of  the  following 
would  be  preferable  for  this  patient  concerning  his  needs  on  the 
day  of  the  census?"    This  was  followed  by  a  list  of  possible  treatment 
settings.     For  43%,  the  judgment  was  made  that  a  psychiatric  hospital 
bed  was  not  the  preferred  treatment  setting.     For  those  who,  in  the 
staff's  judgment,  would  be  more  appropriately  treated  in  a  facility 
other  than  a  hospital  inpatient  psychiatric  service,  44%  were 
recommended  for  outpatient  care,  28%  for  specialized  inpatient  care 
(alcohol  or  drug  treatment  programs,  intermediate  care,  etc.),  and 
28%  for  some  type  of  extended  care  (nursing  home,  domiciliary,  etc.). 

The  Committee  also  conducted  a  one-day  census  of  inpatients  in  18 
hospitals  to  determine  appropriateness  of  placement  of  patients 
in  psychiatric  beds.  Only  17%  of  patients  in  psychiatric  beds  in 
psychiatric  hospitals  and  only  38%  of  patients  in  psychiatric  beds 
in  general  hospitals  were  judged  by  the  nurses  in  charge  of  the 
wards  to  be  appropriately  placed.     In  this  6tudy,  "appropriateness" 
was  defined  as  requiring  services  uniquely  available  in  hospitals, 
e.g.,  isolation  or  restraint,  intensive  observation,  detoxification 
for  drug  or  alcohol  abuse,  or  drug-dosage  regulation.  A  large  proportion 
(48%)  of  the  patients  who  were  deemed  not  to  need  hospitalization  were 
judged  to  be  treatable  as  outpatients.  The  remainder  were  recommended 
for  treatment  in  another  type  of  setting. 

These  studies  support  the  conclusions  of  many  studies  conducted 
by  the  VA  over  a  period  of  several  years.  A  representative  study 
reported  by  Gurel  in  the  late  1960s  !_/  of  16  VA  hospitals  (eight  general 
and  eight  psychiatric)  stated  that  "these  sixteen  hospitals  housed 
a  large  proportion — some  43% — of  patients  who,  in  the  opinion  of 
their  treatment  staff,  did  not  require  the  services  uniquely  available 
only  in  a  hospital  and  for  whom  discharge  planning  was  not  in  process." 

Thus,  the  findings  of  the  Committee  and  of  past  VA  studies  indi- 
cate that  at  least  about  40  or  50%  of  the  VA  psychiatric  beds  are  being 
occupied  by  patients  who  do  not  require  the  resources  that  are  found 
only  in  hospitals . 

The  1968  study  concluded  that  the  lack  of  available  alternatives, 
the  absence  of  family  support,  and  the  inadequate  staffing  of  social 
support  services  all  contribute  to  this  apparent  overhospitalization. 
The  Committee  found  that  similar  conditions  continue  to  hamper  efforts 
to  relocate  patients  outside  VA  hospitals  in  more  suitable  settings. 
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Patient  Treatment 

Although  definitive  information  concerning  the  relevance  and 
quality  of  care  provided  to  psychiatric  patients  was  not  obtained 
in  this  study,  data  on  several  aspects  of  treatment  were  developed. 

Psychopharmacology 

The  principal  reference  for  VA  physicians  in  the  administration 
of  antipsychotic  drugs  8/  provides  a  set  of  recommended  dosage  ranges 
for  each  of  the  more  widely  used  antipsychotic  drugs  and  cautions 
against  the  practice  of  polypharmacy  (which  in  this  context  means 
the  simultaneous  prescription  of  two  or  more  antipsychotic  drugs). 
In  a  report  released  in  April  1975,  the  General  Accounting  Office  9/ 
was  critical  of  VA  practice  with  regard  to  dosage  control  and 
polypharmacy . 

In  the  1975  VA  patient  census,  data  were  obtained  on  patt-erns  of 
antipsychotic-drug  use  in  a  sample  of  inpatients  in  VA  hospitals. 
These  data  were  analyzed  as  part  of  the  present  study.  Principal  findings 
were  as  follows: 

75%  of  all  psychotic  patients  were  receiving  at  least  one 
antipsychotic  drug  on  the  day  of  the  census  in  both  general  and 
psychiatric  hospitals. 

•  20%  of  all  psychotic  patients  were  receiving  two  or  more 
antipsychotic  drugs. 

•  There  is  a  tendency  for  physicians  to  prescribe  two  or  more  drugs 
simultaneously  to  a  given  patient  more  often  in  psychiatric  hospitals  than 
in  general  hospitals. 

•  Of  the  patients  whose  primary  diagnosis  was  psychoneurosis , 
personality  disorder,  alcoholism,  or  drug  dependence  (i.e.,  not  psychotic), 
22%  were  receiving  at  least  one  antipsychotic  drug. 

•  Of  the  26,562  prescriptions  for  antipsychotic  drugs  that  were  in 
effect,  3.4%  were  below  the  recommended  dosage  and  15.7%  were  above  the 
recommended  dosage. 

•  26%  of  the  psychotic  patients  were  receiving  antiparkinsonism 
drugs . 

It  is  evident  that,  in  prescribing  and  administering  drugs  to 
psychiatric  patients,  the  observed  practices  in  VA  hospitals  are  at 
variance  with  the  VA's  own  policies  and  guidelines  concerning  poly- 
pharmacy and  recommended  dosages. 
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Two  studies  conducted  by  the  Committee,  a  one-day  census  of 
psychiatric  patients  in  18  hospitals  (1,897  patients)  and  a  similar 
census  of  psychiatric  patients  in  eight  different  hospitals  (1,808 
patients)  in  which  the  staffing  of  psychiatric  units  was  studied, 
produced  similar  results.     In  the  latter  study,  it  was  found  that 
in  psychiatric  hospitals  there  was  a  significant  inverse  relationship 
between  the  prescription  of  antipsychotic  drugs  and  the  amount  of 
psychotherapy  provided  to  the  patient — hospitals  that  prescribed  more 
drugs  provided  less  psychotherapy.    This  finding  does  not  hold  in  general 
hospitals . 

Alcoholism  Treatment 

Many  VA  hospitals  run  alcoholism  treatment  programs.     Several  of 
the  hospitals  visited  by  the  Committee-sponsored  site-visit  teams 
ran  two  or  even  three  programs  at  the  same  hospital,  each  under  different 
auspices.     In  one  hospital,  there  was  a  program  run  for  alcoholics 
by  the  medical  service,  one  run  by  the  psychology  service,  and  one 
run  by  the  social  work  service.    Although  some  triage  did  occur  on 
admission,  these  programs  were  essentially  uncoordinated,  no  records 
were  being  kept  to  determine  whether  one  of  these  programs  might  be 
more  effective  than  another,  and  no  interhospital  comparisons  of  various 
programs  and  their  effectiveness  appeared  to  be  underway. 

The  site  visits  encountered  programs  that  ranged  from  clearly 
inadequate  to  apparently  well-organized  treatment  units.  But  detoxi- 
fication was  often  followed  by  discharge  or  release.     Services  were 
not  uniformly  available  to  alcoholic  patients  for  comprehensive  care 
and  rehabilitation.     Small  numbers  of  the  total  alcoholic-patient 
population  were  served.    A  large  number  of  such  patients  were  not 
motivated  for  further  treatment  and  certainly  not  committed  personally 
to  rehabilitation.    The  site  visitors  had  the  clinical  opinion  that, 
given  sufficient  numbers  of  well-trained  professionals,  more  alcoholic 
patients  could  have  been  helped  toward  motivation  for  further  treatment. 

In  a  few  notable  instances,  veterans  service  organizations  were 
actively  engaged  in  the  treatment,  group  therapy,  and  rehabilitation 
of  veterans . 

Alcoholic-rehabilitation  units  also  are  needed  in  the  domicili- 
aries.     It  was  noted  that  numerous  residents  in  domiciliaries  carry 
diagnoses  of  alcoholism. 

Amount  of  Treatment  Received 

There  are  no  clear  and  unequivocal  data  to  demonstrate  that 
quality  of  care  varies  directly  with  the  quality  of  staffing,  but 
several  studies  under  the  VA's  Psychiatric  Evaluation  Project  bear 
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on  this  point.    A  series  of  studies  summarized  in  Cohen  10/  presented 
a  great  deal  of  convincing  evidence  that  the  two  most  important  vari- 
ables predicting  "time  in  community"  after  hospitalization  were  size 
of  hospital  (inverse  correlation)  and  staff-to-patient  ratio  (direct 
correlation).     In  the  Committee's  study  of  staffing  of  psychiatric 
6ervices  (Chapter  5),  data  were  obtained  on  the  amount  of  psychothera- 
peutic contact  time  that  patients  have  with  treatment  staff  in  each 
of  the  sample  hospitals.    Analysis  of  planned  treatment  hours  (as 
documented  in  the  patients'  records)  revealed  large  differences  between 
psychiatric  and  general  hospitals.     Table  11-5  indicates  that,  on  the 
average,  psychiatric  patients  receive  5.6  hours  of  planned  treatment 
per  week  in  general  hospitals,  as  opposed  to  2.9  hours  in  psychiatric 
hospitals.     A  patient  in  a  general-hospital  psychiatric  unit  receives, 
on  the  average,  about  5  times  as  much  planned  treatment  per  week  from 
mental-health  professionals  as  does  a  patient  in  a  psychiatric  hospital. 


TABLE  11-5 

Planned  Treatment  Hours  per  Psychiatric  Patient  per  Week, 
by  Staff  Category  for  Selected  VA  Hospitals 


Staff  Category 


Mental-health  professionals 
(MDs,  RNs,  social  workers, 
and  psychologists) 

Other  staff 


Average  Planned  Treatment  Hours 

per  Patient  per  Week,  

General  Psychiatric 
Hospital  Hospital  


3.1  0.6 


2.3 
2.9 


Total  5.6 
SOURCE:     NAS  hospital  staffing  studies,  1975 


The  variation  among  hospitals  is  even  more  dramatic.     Table  11-6 
shows  that  one  hospital  provides  an  average  of  only  0.4  hour  of 
psychotherapy-staff  time  per  patient  per  week,  whereas  another  provides 
6.1  hours.    Very  large  variation  in  mental-health  interventions 
is  also  evident.    As  is  true  for  probability  of  admission,  the  amount 
of  therapy  that  a  given  patient  is  likely  to  receive  evidently  depends 
more  on  where  he  is  hospitalized  than  on  his  need  for  therapy. 

The  differences  appear  to  be  associated  with  the  variation  in 
quantity  of  staff  among  the  hospitals.     However,  even  when  one  controls 
for  available  staff  hours,  wide  variations  in  the  utilization  of 
staff  are  found.     In  one  psychiatric  hospital,  only  4%  of  the  available 
professional  mental-health-staff  hours  are  accounted  for  in  planned 
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TABLE  11-6 

Average  Staff  Time  in  Total  Mental-Health  Intervention  and 
in  Psychotherapy  per  Patient,  by  Hospital 

 Hours  per  Patient  per  Week,  

 ho  s  p 1 1  a 1  

Weighted 

Category  A        B  C        D        E        F        G        H  Average 

Staff,  all  mental-         5.8    2.1     12.8    4.3    3.6    5.3    3.4    2.5  3.2 

health  interventions 
Psychotherapy  staff        4.3    0.4      6.1     2.9     1.8    4.0    2.7     1.2  1.8 

SOURCE:     NAS  hospital  staffing  studies,  1975 

patient-treatment  activities;  in  one  general  hospital,  the  corresponding 
percentage  is  10  times  as  large.     Clearly,  not  only  do  psychiatric 
hospitals  have  smaller  staff-to-patient  ratios  than  general  hospitals, 
but  the  professional  staff  seems  to  devote  a  smaller  proportion  of 
its  available  time  to  patient-treatment  activities. 

Tnese  findings,  when  considered  with  those  presented  in  Chapter  5  or. 
staffing  in  VA  psychiatric  facilities,  lead  to  the  conclusion  that  only  in 
the  medium-sized,  affiliated  general-hospital  psychiatric  inpatient  units 
is  staffing  adequate  (both  quantitatively  and  qualitatively)  to  provide 
active  treatment  programs  to  psychiatric  inpatients. 


Summary  of  Findings 

The  VA  operates  10%  of  all  psychiatric  beds  in  the  United  States.  Of 
30,000  psychiatric  beds  in  VA  hospitals  in  1975,   7U%  were  in  psychiatric 
hospitals  or  in  general  hospitals  in  which  more  than  50*  of  the  beds  were 
in  the  psychiatric  service.     The  Committee's  consultants  found  that 
about  one-third  of  the  physical  facilities  visited  in  six  psychiatric 
and  21  general  hospitals  were  inadequate  for  delivering  good  psychiatric 
care . 

In  October  1975,  there  were  51,000  patients  with  primary  psychiatric 
diagnoses  in  VA  facilities,  contract  community  nursing  homes,  and  state 
homes.     Only  50%  were  in  psychiatric  beds.  The  others  were  mainly 
in  extended-care  units.     Forty-five  percent  had  diagnoses  of  functional 
psychosis;  262,  organic  brain  syndrome;  and  15%,  alcoholism.    The  other 
14%  suffered  primarily  from  psycho-neurotic  and  behavioral  disorders. 
About  552  of  all  patients  with  a  psychiatric  diagnosis  were  45  or  older 
and  were  diagnosed  as  having  either  functional  psychosis  or  organic  brain 
syndrome.     Only  29%  were  being  treated  for  service-connected  disabilities; 
28.5%  of  VA  psychiatric  patients  were  married. 
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In  four  sample  psychiatric  hospitals,  18.5%  of  the  patients  were 
committed  involuntarily;  in  14  general  hospitals,  6.8%  of  the  psychi- 
atric patients  were  committed  involuntarily.     The  VA  has  now  adopted 
administrative  procedures  requiring  formal,  periodic  review  of  the 
status  of  such  patients. 

In  fiscal  year  1975,  the  VA  handled  2.7  million  outpatient 
psychiatric-care  visits  in  326  outpatient  units  of  various  kinds  and 
paid  for  406,000  visits  on  a  f ee-f or-service  basis. 

Length  of  stay  by  diagnosis  varies  widely  among  VA  hospitals.  In 
general,  lengths  of  stay  for  psychiatric  patients  are  much  greater 
(for  the  same  diagnosis)  in  VA  hospitals  than  in  nonfederal  hospitals. 

Staffing  ratios  in  the  psychiatric  units  of  VA  general  hospitals 
and  in  VA  psychiatric  hospitals  are  much  lower  than  those  in  comparable 
nonfederal  facilities.     This  applies  to  almost  all  categories  of  patient- 
care  personnel,  as  well  as  total  patient-care  staff  per  100  patients,  but 
patient  mixes  in  the  VA  are  so  different  from  those  in  nonfederal  hospitals 
that  the  significance  of  these  differences  is  not  clear.    The  psychiatric 
units  of  VA  general  hospitals  are  staffed  more  adequately  than  are  VA 
psychiatric  hospitals  and  provide  far  more  active  psychotherapeutic  care 
to  patients  than  do  psychiatric  hospitals.     The  latter  provide  essentially 
custodial  care.     But  in  general,  the  Committee  concluded,  on  the  basis  of 
comments  by  expert  consultants,  that  substantial  inadequacies  in  both 
quantity  and  quality  of  professional  psychiatric  staff — both  psychiatrists 
and  nurses — exist  in  many  VA  facilities.     The  rural  location  of  many 
psychiatric  hospitals  and  the  characteristics  of  their  patients 
make  it  difficult  to  recruit  professionals  for  them. 

A  large  fraction  of  patients  in  VA  psychiatric  beds — at  least 
about  40  or  50% — do  not  require  the  services  associated  with  a  hospital 
oed .     About  half  those  deemed  not  to  require  hospitalization  were 
judged  to  be  treatable  as  outpatients,  and  the  balance  in  another 
type  of  setting. 

In  prescribing  and  administering  antipsychotic  drugs  to  psychiatric 
patients,  the  observed  practices  in  VA  hospitals  are  at  variance  with  the 
VA's  own  policies  and  guidelines  concerning  polypharmacy  and  recommended 
dosages.     In  psychiatric  hospitals,  an  inverse  relationship  was  found 
between  the  prescription  of  antipsychotic  drugs  and  the  amount  of 
psychotherapy  provided  to  patients — hospitals  that  prescribed  more 
drugs  provided  less  psychotherapy. 

Although  the  VA  has  many  alcoholic  patients,  the  Committee's  site 
visitors  found  that  alcoholism-treatment  programs  varied  widely  in 
adequacy.     Relatively  small  numbers  of  the  alcoholic-patient  population 
appear  to  be  receiving  comprehensive  care  and  rehaDilitation  services. 


CHAPTER  12.     HOSPITAL  CARE:     REHABILITATION  MEDICINE 


In  the  period  immediately  after  World  War  II,  rehabilitation- 
medicine  services  in  the  VA  were  concerned  primarily  with  treating 
a  fairly  large  group  of  young  veterans  with  war  injuries.    The  VA's 
rigorous  pursuit  of  this  mission  resulted  in  its  acquiring  world 
leadership  in  the  clinical  application  of  devices  and  techniques  for 
aiding  the  physically  handicapped.     Much  of  the  current  organizational 
structure  of  the  rehabilitation-medicine  service  in  the  VA  dates 
from  that  immediate  postwar  period. 

Many  circumstances  have  changed  in  the  last  30  years,  however. 
The  patients  being  treated  by  the  VA's  rehabilitation-medicine  services 
are  no  longer  primarily  those  with  war  injuries — more  than  80%  have 
the  kinds  of  non-service-connected  disabilities  ordinarily  incurred 
by  men,  with  a  large  proportion  suffering  from  the  effects  of  chronic 
diseases  associated  with  aging.     The  period  has  also  seen  rapid  growth 
in  medical  knowledge  and  technology,  including  substantial  changes 
in  treatment  concepts  and  approaches  in  renabilitation  medicine, 
and  the  development  of  outstanding  rehabilitation  facilities  and 
resources  outside  the  VA. 

To  assess  rehabilitation  medicine  in  the  VA,  the  Committee  explored 
adequacy  of  resources,  appropriateness  of  organizational  arrangements, 
and  program  effectiveness  (i.e.,  quality  of  care).     Most  of  the  data 
were  collected  by  a  site-visit  team  that  visited  a  stratified  random 
sample  1/  of  1A  general  and  four  psychiatric  hospitals,  supplemented 
by  five  additional  hospitals  that  had  spinal-cord-injury  units, 
prosthetic  treatment  centers,  or  both.     The  team  consisted  of  a  physiatrist, 
a  physical  therapist,  a  registered  nurse  with  training  in  rehabilitation 
and  public-health  nursing,  and  an  NAS  staff  member.     In  addition  to  the 
23  VA  hospitals,  the  team  visited  two  outstanding  non-VA  rehabilitation 
centers,  one  of  which  is  a  county  hospital  and  the  other  a  private 
nonprofit  hospital. 

All  VA  hospitals  have  rehabilitation-medicine  services,  but  only  40 
have  rehabilitation-medicine-bed  sections.    Eighteen  hospitals  have 
spinal-cord-injury  centers.  Table  12-1  shows  the  distribution,  for 
the  system  and  the  site-visit  sample,  of  the  beds  in  the  rehabilitation- 
bed  sections  and  in  the  spinal-cord-injury  (SCI)  centers. 
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TABLE  12-1 

Number  and  Distribution  of  Rehabilitation-Medicine  and  Spinal- 
Cord-Injury  Beds  in  VA  Hospitals  and  in  the  Site-Visit  Sample 


Category 


RM-Bed  Sections 
No.  No. 
Hospitals  Beds 


No .  Hospitals 


Rehabilitation  Medicine  Beds  per  Hospital 
Fewer 

than  20        20-29         30-39  40+ 


Total 

Site-visit 
sample 


Category 


40 


9* 


1 ,071 


207 


SCI  Centers 
No.  No. 
Hospitals  Beds 


Fewer 
than  25 


10  8 

4  2 
No.  Hospitals 


SCI  B e ds  per  Hospital 


25-49 


50-99 


IOOh 


Total 
Site-visit 
sample 


1,390 
599 


*The  remaining  14  hospitals  visited  had  rehabilitation-medicine  services 
but  no  beds  allocated  for  that  specific  purpose. 


SOURCE:    VA  Department  of  Medicine  and  Surgery 


The  sample  included  one-fourth  of  the  hospitals  with  rehabilitation 
beds  (containing  20%  of  the  system's  total)  and  one-third  of  the 
spinal-cord-injury  centers  (with  almost  half  the  SCI  beds).  In  the 
sample,  seven  hospitals  had  a  total  (in  all  bed  sections)  of  fewer  than 
400  beds,  10  had  400-899  beds,  and  six  had  900  or  more  beds. 

The  range  in  size,  diversity  of  organizational  arrangements,  and 
number  and  activity  of  rehabilitation  programs  among  the  sample 
hospitals  posed  problems  in  coverage  for  the  team  during  the  visits. 
Another  problem  was  the  location  of  the  patients.     Even  in  the  40 
hospitals  with  rehabilitation-bed  sections,  most  of  the  patients 
receiving  rehabilitation  services  are  in  other  bed  sections.  In  the 
smaller  hospitals,  all  rehabilitation  patients  were  seen.     In  the 
larger  hospitals,  the  team  selected  wards  that  contained  the  largest 
numbers  of  patients  receiving  rehabilitation  services.    When  time 
permitted,  patients  not  receiving  rehabilitation  services  were  reviewed, 
to  determine  whether  they  needed  such  services. 

The  wide  distribution  within  the  hospitals  of  the  1,734  patients 
assessed  by  the  team  is  shown  in  Table  12-2.  Of  the  416  spinal-cord-injury 
patients  evaluated,  85%  were  in  the  six  spinal-cord-injury  centers; 
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the  remaining  15%  were  scattered  through  the  other  wards  in  the  17 
hospitals  without  such  centers.  Of  599  beds  available  in  the  six 
spinal-cord-injury  centers,  354  beds  were  occupied  at  the  time  of  the 
site  visits,  for  a  59%  occupancy  rate.     However,  in  all  18  spinal-cord- 
injury  centers,  the  VA  reported  that  82%  of  the  beds  were  occupied 
on  June  30,  1975.     The  unused  capacity  of  these  18  SCI  units  is 
sufficient  to  care  for  practically  all  the  remaining  spinal-cord-injury 
patients. 

TABLE  12-2 

Distribution  of  Patients  Selected  for  Assessment  by 
Site-Visit  Team,  by  Bed  Location 

 Fraction  of  Patients,  %  

Spinal-Cord- 


Bed 

Injury 

Stroke 

Other 

Location 

Patients 

Amputees 

Patient  s 

Patients* 

Total 

(n=416) 

(n=109) 

(n=181) 

(n=l,028) 

(n=l,734) 

Spinal-cord- 

85 

20 

injury  centers 

Rehabilitation 

2 

49 

25 

5 

9 

wards 

Extended  care 

8 

27 

43 

33 

28 

All  other  wards 

5 

24 

32 

62 

43 

♦Primarily  with  peripheral  vascular  disease,  arthritis,  and  geriatric 
problems . 

SOURCE:     NAS  study  of  RMS  in  VA,  1975-1976 


Of  the  remaining  1,318  patients  selected  for  assessment,  162  (12%) 
were  in  rehabilitation-bed  sections.     These  bed  sections  contain  a 
total  of  207  beds  in  nine  hospitals.    However,  in  all  hospitals,  most 
patients  receiving  rehabilitation  services  were  in  another  bed  section, 
and  the  rehabilitation  services  that  they  were  receiving  were  an  adjunct 
to  their  full-time  care  in  medicine,  surgery,  or  psychiatry.  Amputees 
were  more  likely  to  be  in  rehabilitation  wards  than  other  patients 
receiving  rehabilitation  services.    Many  (43%)  of  the  stroke  patients 
were  in  extended-care  wards — i.e.,  intermediate-care  or  nursing-home 
beds. 

Findings  of  Site  Visitors 

At  each  hospital,  the  site  visitors  evaluated  nine  principal  programs 
included  in  the  rehabilitation-medicine  services,  as  shown  in  Table 
12-3.     The  ratings  "adequate"  and  "inadequate"  are  based  on  implicit 
comparisons  with  non-VA  programs.     In  rating  the  resources  available, 
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adequacy  of  staff  (quantity  and  qualifications),  equipment,  and  apace 
were  the  principal  conditions.  Ratings  of  program  effectiveness 
were  based  on  implicit  evaluations  of  the  performance  of  the  staff, 
the  organization  of  the  service,  and  its  relation  to  other  programs 
and  to  the  principal  bed  section. 

Resources  were  rated  at  least  adequate  or  above  for  712  of 
the  programs  and  inadequate  for  29%.    Many  of  the  staff  are  not 
under  the  direct  control  of  the  chief  of  the  rehabilitation-medicine 
service,  but  are  assigned  and  withdrawn  by  the  chiefs  of  the  several 
professional  services,  particularly  nursing,  social  work,  and  psychology. 
These  chiefs  may  give  a  lower  priority  to  rehabilitation  than  to  other 
services  of  the  hospitals,  such  as  medicine  and  surgery. 

Program  effectiveness  was  rated  at  least  adequate  in  78%  of  the 
hospitals  and  inadequate  in  22%. 

Physical  Therapy 

Physical  therapy  was  the  one  RMS  program  found  in  all  hospitals, 
and  it  was  studied  more  completely.    Of  the  1,734  patients  selected  for 
assessment,  1,463  were  assessed  with  respect  to  physical  therapy.  As 
shown  in  Table  12-4,  500  patients  who  were  not  receiving  physical 
therapy  were  assessed  to  determine  their  need;  51%  did  not  require 
6uch  services,  39%  were  receiving  adequate  maintenance  therapy  (e.g., 
exercise)  without  structured  physical  therapy,  and  10%  needed  physical 
therapy,  but  were  not  receiving  it.    This  figure  cannot,  however, 
be  interpreted  to  mean  that  10%  of  the  entire  hospital  population  not 


Assessment  by  Site  Visitors  of  Adequacy  of  Physical-Therapy  Services 


TABLE  12-4 


Patients 


Assessment 


No. 


Not  receiving  physical  therapy 
Do  not  require 

Receiving  adequate  maintenance  therapy 
Need  physical  therapy 


500 
254 
197 
49 


100 
51 
39 
10 


Receiving  physical  therapy 
Therapy  adequate 
Therapy  inadequate 

Therapy  beyond  maximal  hospital  benefit 


963 
853 
36 
74 


100 
88 
4 
8 


SOURCE:     NAS  study  of  RMS  in  VA,  1975-1976 
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receiving  physical  therapy  i6  in  need  of  it,  inasmuch  as  the  site- 
visitors  selected  diagnostic  groups  most  likely  to  benefit  from  physical 
therapy,  and  not  a  random  sample  of  all  patients. 

The  physical  therapy  given  to  963  patients  was  evaluated:  therapy 
was  found  to  be  adequate  for  882,  inadequate  for  42,  and  excessive 
for  82.     These  figures  include  the  416  spinal-cord-injury  patients, 
all  of  whom  were  judged  to  be  receiving  adequate  physical  therapy, 

Spinal-Cord-lnjury  Units 

The  VA  is  attempting  to  move  all  spinal-cord-injury  patients  into 
specialized  centers  as  quickly  as  possible  after  their  injury.  The 
site  visitors  had  one  serious  criticism  of  five  of  the  six  spinal-cord- 
injury  centers  visited:  there  was  no  effort  to  separate  the  newly 
injured  patients  from  those  who  had  already  been  hospitalized  for 
long  periods.    Patients  in  these  units  have  little  contact  with  the 
rest  of  the  hospital;  their  interactions  are  limited  primarily  to 
those  with  other  SCI  patients.     Some  patients,  particularly  the  232 
with  service-connected  disabilities,  have  been  hospitalized  for 
very  long  periods  and  have  little  prospect  of  ever  being  discharged. 
These  older  men,  who  have  shown  little  improvement  even  with  specialized 
care,  have  a  discouraging  effect,  the  site  visitors  believe,  on  the 
newer  patients  injured  in  gunshot,  diving,  or  vehicular  accidents. 
There  was  a  consensus  that,  although  the  physical  therapy  was  adequate, 
the  psychosocial  climate  did  not  supply  a  continuing  incentive  for 
the  newly  injured  patient  to  learn  to  cope  with  his  disabilities. 
The  site  visitors  6trongly  recommended  separation  of  those  who  could 
be  expected  to  return  to  independent  living  from  those  who  must  be 
accepted  as  more  or  less  permanent  residents. 

The  most  serious  deficiency  in  five  of  the  six  spinal-cord-injury 
centers  evaluated  was  the  failure  to  motivate  the  patient  to  assume 
an  active  role  in  a  vigorous  treatment  program. 

Foster-Home  Program 

The  team  visited  four  of  the  nine  centers  with  home-care  units,  in 
which  the  objective  is  to  place  patients  who  have  difficult  problems 
and  special  needs,  and  who  are  unmarried,  in  foster  homes.  Although 
this  program  appears  to  be  working  effectively  at  many  stations,  it  is 
hampered  by  legislative  restrictions  on  funding.    The  cost  for  each 
patient  is  $175-225  per  month  in  many  communities.    When  the  patient 
can  afford  to  pay  this  amount  from  his  own  resources,  placement  usually 
can  be  arranged.    However,  many  patients  without  service-connected 
disabilities  may  lack  $50-100  per  month.     This  prevents  their  being 
placed  outside  the  hospital,  because  the  VA  does  not  have  the  authority 
to  make  up  the  difference  for  veterans  without  service-connected 
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disabilities.     The  depressing  psychologic  effect  of  a  long  hospitali- 
zation increases  the  probability  that  the  patient  will  never  leave, 
apart  from  the  fact  that  the  cost  to  the  VA  of  continued  hospitalization 
is  many  times  greater  than  would  be  the  cost  of  foster-home  placement. 

Overall  Evaluation  of  Rehabilitation-Medicine  and  Spinal-Cord-In jury 
Services 

The  site  visitors'  detailed  assessments  of  these  programs  have  been 
amalgamated  into  overall  ratings  of  the  23  hospitals  (Table  12-5).     On  a 
five-point  scale,  the  ratings  run  from  superior  to  very  poor.     In  the 
table,  the  hospitals  have  also  been  classified  by  various  other 
characteristics . 

As  the  table  shows,  the  size  of  the  hospital  is  not  related  to  the 
rating  of  the  service.     The  absence  of  any  beds  specifically  allocated 
to  RMS  or  SCI  services  characterized  all  the  poor  and  very  poor 
hospitals,  although  the  number  of  such  beds  did  not  appear  important 
in  producing  either  very  good  or  superior  ratings.     The  superior  hospital 
and  one  of  the  two  very  good  hospitals  had  affiliations  with  medical 
schools  in  rehabilitation-medicine  services,  as  well  as  in  medicine, 
surgery,  and  psychiatry.     At  the  other  end  of  the  spectrum,  the  six  poor 
or  very  poor  hospitals  were  not  affiliated.     The  strongest  correlation 
is  with  overall  demand  for  any  type  of  care,  with  64  applications  per 
hospital  bed  per  year  in  the  hospital  with  superior  rehabilitation 
services  and  fewer  than  20  in  the  poor  and  very  poor  hospitals. 

The  two  non-VA  hospitals,  chosen  because  of  their  reputation  for 
excellence,  were  found  by  the  site  visitors  to  be  appreciably  better 
than  any  of  the  VA  hospitals. 

Prosthetics 

By  formal  regulation,  the  prosthetic  shops  of  the  VA  hospitals  may 
make  only  temporary  prostheses.     Definitive  prostheses  must  be  made  by 
commercial  vendors  who  are  under  contract  with  the  VA.     The  site  visitors 
rated  the  quality  of  the  in-hospital  work  satisfactory. 

Definitive  prostheses  are  obtained  through  the  prosthetic  representa 
tive,  a  veteran  with  a  service-connected  disability  who  serves  as 
the  purchasing  agent  for  all  prostheses,  from  eyeglasses  to  motorized 
wheelchairs.     There  are  104  prosthetic  representatives  at  some  80 
stations  in  the  system.     They  dispense  more  than  $37  million  per 
year  in  initial  and  repeat  prescriptions. 


91-271  O  -  77  -  14 
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TABLE  12-5 

Overall  Rating  of  Quality  of  Care  in  Rehabilitation-Medicine  and 
Spinal-Cord-Injury  Units,  by  Selected  Characteristics  of  the  Units 


Hospital 
Characteristics 


Mo.  Hospitals 


Superior    Very  Good    Average    Poor    Very  Poor 


No.  Beds 

Fewer  than  400 

400-899 

900+ 


Fraction  of  desig- 
nated RMS  and  SCI 
beds  of  total,  % 
0 

1-10 
11  + 


Medical-school 
affiliation  in 
rehabilitation 

Active 

Weak 

None 


Affiliation  in 
other  depts.* 
High 

Moderate 

Low 

None 


No.  applications  for 
any  type  of  care  per 
bed  per  year  (ave.) 


64 


59 


33 


14 


17 


No.  Hospitals 


14 


♦Grouped  by  proportion  of  VA  staff  who  have  faculty  appointments, 
are  medical-school  residents,  or  both  (see  Chapter  16). 


SOURCE:     NAS  study  of  RMS  in  the  VA,  1975-1976 
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The  system  of  obtaining  prostheses  has  two  major  weaknesses. 
First,  the  elapsed  time  between  the  prescription  and  the  delivery 
of  a  prosthesis  is  excessive:     it  usually  requires  2  months,  often 
3.    Meanwhile,  the  patient  is  occupying  a  hospital  bed.  This  is 
■uch  longer  than  the  time  in  the  private  sector  between  prescription 
and  delivery.     Second,  the  system  for  refilling  prescriptions  involves 
a  direct  interaction  only  between  patient  and  prosthetic  representative, 
without  any  medical  recertification  of  need  or  appropriateness,  except 
for  prostheses  for  amputees  without  sexvice-connected  disabilities. 
Trie  procedures  appear  to  merit  careful  reexamination  by  the  VA. 

Prosthetic  treatment  centers  were  established  several  years  ago 
at  several  hospitals,  with  the  objective  of  providing  regionalized 
resources  for  difficult  prosthetic  and  orthotic  problems.    The  site 
visitors  found  the  two  centers  visited  to  be  well  equipped,  but  they 
were  not  functioning  as  fully  as  intended,  owing  to  the  small  number 
of  referrals  from  other  VA  hospitals. 


Summary  of  Findings 

Although  all  VA  hospitals  have  rehabilitation-medicine  services, 
only  40  have  rehabilitation-bed  sections.  In  all  hospitals,  most  patients 
receiving  rehabilitation  services  are  in  other  bed  sections.  About 
15%  of  patients  with  spinal-cord  injuries  (SCI)  are  in  hospitals  without 
spinal-cord-injury  centers,  although  there  are  sufficient  unoccupied 
beds  available  in  the  18  SCI  centers  to  accommodate  all  VA  SCI  patients. 

The  resources  available  for  rehabilitation-medicine  services  were 
average  or  above  average  (compared  with  those  in  non-VA  facilities) 
in  71%  of  the  sample  VA  hospitals  visited.  With  respect  to  overall 
program  effectiveness,  78%  of  the  VA  hospitals  visited  were  considered 
to  be  average  or  better.     However,  none  of  the  VA  hospitals  visited 
had  rehabilitation  programs  that  were  as  good  as  two  high-quality  non-VA 
rehabilitation  centers  with  which  they  were  compared.  Many  of  the  staff 
are  not  under  the  direct  control  of  the  chief  of  the  rehabilitation- 
medicine  service,  but  are  assigned  and  withdrawn  by  the  chiefs  of  the 
several  professional  services,  particularly  nursing,  social  work,  and 
psychology.     These  chiefs  may  give  a  lower  priority  to  rehabilitation 
than  to  other  clinical  services  in  the  hospitals. 

The  most  effective  rehabilitation  programs  were  in  the  busiest 
hospitals.    This  finding  suggests  that  good  rehabilitation  programs 
are  more  likely  to  be  found  in  hospitals  where  there  is  a  high  demand 
for  beds  and  the  staff  feels  a  sense  of  urgency  about  discharging 
patients.     In  hospitals  with  a  relatively  low  demand  for  beds,  where 
the  concern  to  maintain  patient  census  subtly  affects  staff  attitudes, 
such  a  sense  of  urgency  is  not  likely  to  be  found. 
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Although  the  VA  attempts  to  move  all  spinal-cord-injury  patients 
into  specialized  SCI  centers  as  quickly  as  possible  after  their  injury, 
there  was  no  effort  made  at  most  SCI  centers  to  separate  the  newly-injured 
patients  from  those  who  had  been  hospitalized  for  a  long  time.     This  tends 
to  produce  a  psycho-social  climate  which  makes  it  difficult  to  motivate 
newly-injured  patients  to  assume  an  active  role  in  a  vigorous  treatment 
program. 

The  objective  of  the  foster  home  program  is  to  place  patients  who 
have  difficult  problems,  special  needs,  and  who  are  without  families,  in 
foster  homes.     Its  effectiveness  is  limited  because  the  VA  is  not 
authorized  to  subsidize  such  placement  of  patients  without  service-connect 
disabilities,  many  of  whom  cannot  afford  the  monthly  cost  of  $175-225. 

The  prosthetics-procurement  procedures  have  two  weaknesses:     it  takes 
much  longer  in  the  VA  to  obtain  a  prosthetic  or  orthotic  device  than  it 
does  in  private  hospitals,  and  the  system  of  refilling  presciptions  does 
not  require  medical  recertif ication  of  need. 


CHAPTER  13.     DENTAL  CARE 


The  Committee's  analysis  of  dental  care  in  the  VA  covered  the 
nature  and  scope  of  the  program,  including  such  factors  as  eligibility, 
the  numbers  and  characteristics  of  patients  who  are  receiving  dental 
services,  and  the  extent  and  nature  of  the  services  being  provided; 
the  resources — particularly  staff  and  facilities — being  used;  the 
educational  program;  and  some  of  the  major  problems  facing  the  program. 

Most  of  the  data  for  the  analysis  were  obtained  from  three  special 
studies:     site  visits  to  dental  clinics  at  nine  VA  hospitals  and  two 
satellite  outpatient  facilities,  abstracts  of  3,336  dental-patient 
records  obtained  from  13  VA  facilities,  and  a  detailed  study  of  dental 
staffing  based  on  analysis  of  11,756  dental-patient  contact  record 
forms  specially  designed  for  this  study.     In  addition,  VA  data  and 
data  collected  in  some  of  the  Committee's  other  studies  were  used. 


Nature  and  Scope  of  the  Program 

Eligibility 

Dental-care  services  in  the  VA  are  subject  to  a  complex  and 
restrictive  set  of  eligibility  requirements  that  apply  to  each  of  the 
three  VA  dental  programs:     dental  care  for  inpatients  in  VA  hospitals, 
nursing  homes,  and  domiciliary-care  units;  outpatient  dental  care; 
and  f ee-f or-service  dentistry  authorized  by  the  VA  and  done  by  private 
dentists . 

Hospitalization  for  a  dental  condition  is  subject  to  the  same 
eligibility  constraints  as  hospitalization  for  a  medical  condition; 
however,  only  a  very  small  number  of  patients  are  in  this  category. 
Dental  treatment  for  patients  hospitalized  for  medical  reasons  may 
be  furnished,  provided  that  it  does  not  prolong  hospitalization  or 
interfere  with  the  provision  of  medical  service  to  these  patients. 
Dental  care  initiated  during  hospitalization  may  be  completed  on 
an  outpatient  basis  by  VA  staff.     Initial  outpatient  dental  treatment 
is  limited  to  seven  classes  of  veterans  with  various  types  and  degrees 
of  service-connected  disabilities .1/    The  seven  classes  of  outpatients 
are  authorized  to  receive  f ee-f or-service  dental  care. 
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Numbers  of  Patients 

Although  the  VA's  goal  is  to  give  a  dental  examination  to  752  of 
the  patients  admitted  to  general  hospitals  and  902  of  those  admitted  to 
psychiatric  hospitals  or  long-term-care  units,  only  55%  of  the  approxi- 
mately 1  million  inpatients  admitted  in  fiscal  year  1975  received  a  dental 
examination.     Moreover,  the  proportion  of  admitted  patients  examined  has 
been  decreasing  over  the  last  5  years,  as  shown  in  Table  13-1. 


TABLE  13-1 

Dental  Examinations  of  Patients  Admitted  to  VA  Hospitals,  by  Fiscal  Year 

Fraction  of  Admitted  Patients 
FY  Examined  by  the  Dental  Service,  % 

1971  67 

1972  66 

1973  58 

1974  56 

1975  55 

SOURCE:    VA  Department  of  Medicine  and  Surgery 


More  importantly,  only  24%  of  those  examined  in  fiscal  year  1975 
received  definitive  dental  treatment.    The  VA  reports  that  79%  of  those 
examined  needed  some  type  of  treatment,  but  it  does  not  have  the  capacity 
to  treat  all  eligible  patients  who  require  treatment.    VA  Central  Office 
guidelines  indicate  an  expectation  that  24%  of  the  patients  in  general 
hospitals  who  require  treatment,  52%  of  those  in  psychiatric  hospitals, 
55%  of  those  in  nursing-home-care  units,  domiciliaries ,  and  restoration 
centers,  and  100%  of  the  long-term  patients  will  be  treated.    The  numbers 
actually  treated  fall  far  short  of  these  goals. 

Veterans  eligible  for  outpatient  care  may  be  examined  and  treated 
by  VA  staff  personnel  or  by  private  dentists  who  are  paid  by  the  VA  on  a 
fee-for-service  basis.    Table  13-2  6hows  both  "staff"  and  "fee"  outpatient 
dental-care  workload  since  1971. 

Between  1971  and  1975,  staff  examinations  of  outpatients  decreased 
substantially  because  of  a  change  in  VA  policy  to  examine  only  patients 
that  the  staff  planned  to  treat.    The  increase  in  "fee"  outpatients 
between  1971  and  1973  reflects  the  VA  policy  to  have  Vietnam-era 
veterans  treated  on  a  "fee"  basis.    The  later  decline  is  correlated 
with  the  declining  U.S.  involvement  in  Vietnam. 
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Dental 

-Outpatient  Care 

,  by  Provid 

;r  and  Fiscal  Year 

Start'  Out 

patients 

"Fee'1  Outpatients 

v  thousan 

( thousand s 

Ixamira  tions 

Treatment s 

Year 

Conpleted 

Cornel eted 

Completed 

1971 

14S 

83 

146 

1972 

143 

S3 

166 

1973 

114 

82 

170 

1974 

79 

79 

137 

1975 

86 

84 

130 

SOURCE  ; 

VA  Oepart-er: 

of  Medicine 

and  Surgery 

Numcers  of  Visits 

The  numbers  of  inpatient  and  outpatient  visits  2/  handled  by  star: 
dental  personnel  are  shown  in  Table  13-3.     The  VA  staff  is  oriented 
predominantly  toward  inpatient  treatment,  with  little  change  over  the 
5-year  period . 

TABLE  13-3 

Dental  Visits  Erovided  by  VA  Staff, 
by  Type  of  Visit  and  Fiscal  Year 

 go.  Visits  (thousands) 

FY'  Inpatients  Outpatients 


1971  1,156  616 

1972  1,172  596 

1973  1,179  605 

1974  1,235  593 

1975  1,277  666 

SOURCE:  VA  Department  of  Medicine  and  Surgery 


The  proportions  of  visits  devoted  to  examinations  and  to  treatment 
for  inpatients  and  outpatients  are  shown  in  Table  13-4.     For  these 
calculations,  because  numbers  of  visits  were  not  identified  separately 
fcr  examination  or  treatment,  it  was  assumed  that  an  examination 
was  done  on  a  separate  visit,  and  only  one  visit  was  allocated  for 
ar  examination. 
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TABLE  13-4 


Distribution  of  Dental  Visits  to  VA  Staff 
by  Purpose  of  Visit,  1975 


Distribution  of  Visits,  % 


Type  of  Visit 


Inpatients  Outpatients 
(n=l, 277,000)  n=666,000) 


Examination 
Treatment 


50 
50 


13 
87 


SOURCE:    VA  Department  of  Medicine  and  Surgery  (1975  AMIS  data) 

The  emphasis  on  inpatient  examination  can  be  seen  in  Table  13-4. 
Outpatients  had  almost  seven  treatment  visits  for  each  examination, 
inpatient  visits  were  equally  divided  between  examination  and  treatment. 

Even  though  the  VA  places  a  great  deal  of  emphasis  and  effort  on 
providing  dental  examinations  for  hospitalized  patients,  it  continues 
to  fall  short  of  its  stated  goal.  The  Committee's  site  visitors  found 
that  reasons  include: 

•  Length  of  hospital  stay — patients  with  relatively  short  stays 
may  be  discharged  before  receiving  dental  examinations. 

•  Attitudes  of  the  ward  personnel — some  ward  personnel  (physicians, 
nurses,  nursing  assistants,  or  others)  do  not  arrange  to  have  patients 
receive  dental  examinations. 

•  Desires  of  the  patients — some  do  not  want  to  go  to  the  dental 
clinic . 

•  Ability  of  patients  to  go  to  the  clinic — some  patients  are 
too  sick;  some  are  too  busy  with  other  tests  and  procedures. 

•  Workload  of  the  dental  staff. 

•  Availability  of  escort  services — some  patients  require  assis- 
tance, which  may  not  be  available. 

For  Class  I-VI  outpatients,  the  eligibility  requirements  enter 
into  consideration.    Other  factors  include  the  availability  of  VA 
funds  for  f ee-for-service  care,  the  location  of  the  VA  facility 
relative  to  a  patient' 6  residence,  and  the  availability  and 
accessibility  of  private  dentists. 
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Once  examined,  whether  a  patient  receives  additional  dental  care  as 
an  inpatient  or  outpatient  depends  not  only  on  the  preceding  factors, 
but  also  on: 

•  The  resources  available  for  treating  patients,  either  as  inpatients 
or  as  outpatients. 

•  The  desires  of  the  dental  staff  as  to  the  types  of  patients  they 
wish  to  treat  and  the  types  of  services  they  wish  to  perform. 

•  The  oral  health  needs  of  the  patients. 

•  The  desires  of  the  patients. 

Characteristics  of  Patients 

Data  on  patient  characteristics  were  derived  from  a  sample  of  3,336 
dental  records  obtained  from  13  VA  hospitals.    Tne  sample  was  drawn 
Dy  selecting  records  from  four  major  groups  of  patients,  with  several 
subgroups  within  each,  as  follows:     discharged  inpatients  (divided 
into  seven  examination  and  treatment  groups),  current  long-term 
inpatients  (with  three  subgroups),  staff-treated  Class  II  and  III 
outpatients,  and  f ee-f or-service  Class  II  and  III  outpatients.  The 
numbers  of  patients'  records  selected  from  each  facility  varied 
for  each  of  the  groups  .3/    Patient  characteristics  included  in  this 
analysis  are  age,  eligibility  status,  length  of  hospital  stay,  time 
between  admission  and  examination,  time  between  examination  and 
treatment,  previous  dental  care,  and  oral-health  status. 

Long-term  inpatients  generally  were  older  than  other  inpatients  for 
whom  dental  care  was  judged  necessary.     Class  II  outpatients  (those 
entitled  to  dental  care  if  applied  for  within  a  year  of  discharge) 
are  Vietnam-era  veterans  who  are  much  younger  than  other  dental 
outpatients . 

As  for  eligibility  status,  Class  III  outpatients  (those  for  whom 
dental  care  is  given  in  conjunction. with  their  medical  care)  had  the 
highest  percentage  receiving  compensation  from  the  VA — 77%  of  218 
staff-treated  patients  and  82%  of  108  fee  patients  in  the  sample; 
Class  II  outpatients  had  less  than  10%  receiving  compensation;  among 
the  groups  of  former  inpatients,  the  proportion  receiving  compensation 
ranged  from  14%  to  29%. 

Among  the  factors  that  influence  whether  patients  receive  dental 
examinations  and  later  treatment  is  length  of  hospital  stay.  Of 
former  inpatients  who  did  not  receive  a  dental  examination,  52%  had 
been  discharged  within  a  week  of  admission. 
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Although  the  various  groups  that  were  examined  differed  little 
in  elapsed  time  between  hospital  admission  end  dental  examination, 
there  were  differences  in  length  of  stay.    Among  discharged  patients 
for  whom  inpatient  dental  treatment  had  been  planned,  the  group 
with  the  shortest  stay  was  that  of  patients  for  whom  treatment  was 
needed  but  not  done.    Almost  half  this  group  (47.52)  were  discharged 
within  2  weeks  of  admission. 

Patients  who  had  dental  treatment  as  inpatients  only  and  those 
who  had  outpatient  care  after  inpatient  treatment  had  the  same 
distributions  of  elapsed  time  between  dental  examination  and  first 
dental  treatment.    Almost  half  of  each  group  had  some  treatment 
performed  within  a  week  of  the  dental  examination. 

Between  22%  and  34%  of  the  former  and  current  hospital  patient 
groups  studied  had  previous  dental  care  during  an  earlier  VA 
hospitalization . 

Oral-Health  Needs  and  Dental  Services  Provided 

Once  a  patient  receives  a  dental  examination,  the  oral-health  status 
should  govern  the  treatment  provided.     From  52%  to  86%  of  patients 
had  oral-hygiene  problems.     The  three  other  oral-health-problem  categories 
most  frequently  noted  were  periodontal  conditions,  the  need  for  restorative 
services,  and  the  need  for  prosthodonti c  services. 

Table  13-5  summarizes  the  Committee's  findings  concerning  the  needs 
for  various  types  of  dental  care  (as  determined  from  treatment  plans 
developed  for  veterans)  and  the  distribution  of  VA  staff  effort  in 
providing  dental  treatment. 

Although  the  VA  has  guidelines  covering  the  types  of  inpatients  who 
should  have  priority  for  receiving  dental  treatment,  these  guidelines 
are  only  general,  and,  because  the  workloads  are  so  large  in  relation 
to  staff  capacity,  dental  personnel  at  each  station  can  use  their 
own  judgment  in  selecting  the  mixture  of  patients  to  be  treated. 

Quality  of  Patient  Care 

Although  a  formal  effort  to  assess  the  quality  of  VA  dental  care 
was  beyond  the  scope  of  this  study,  the  impression  of  the  Committee's 
aite  visitors  was  that  the  technical  quality  of  the  dental  care  provided 
by  the  VA  staff  is  good — at  least  equal  to  the  average  quality  of 
dental  services  provided  outside  the  VA.    Technical  quality  is  not 
the  only  relevant  consideration;  more  important  is  the  extent  to 
whicn  eligible  patients  who  are  known  to  require  care  actually  receive 
it.     Such  a  small  percentage  of  this  group  is  being  treated  that  the 
Committee  believes  that  the  VA  has  a  serious  problem. 
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TABLE  13-5 

Distribution  of  VA  Dental  Treatment  Required  and  of  VA  Staff  Time 

Fraction  of  Patients  with      Fraction  of  Dental 
Type  of  Service  Oral-Health  Needs,*  %  Staff  Time, % 


Prophylaxis 

52- 

86 

11 

Periodontics 

43- 

50 

4 

Restorative  services 

32- 

73 

11 

Prosthodontics 

Fixed 

0- 

10 

6 

Removable 

10- 

85 

20 

Endodontics 

0- 

7 

3 

Oral  surgery  (extractions) 

16- 

41 

6 

Diagnosis/treatment  plan 

100 

32 

All  other  services** 

7 

♦Percentage  varies  with  sample  groups  of  patients. 
♦♦Principally  recording  of  notes. 

SOURCE:     NAS  dental  study,  1975 


Resources 

Staff 

The  VA  employed  2,786  full-time-equivalent  staff  who  were  involved 
in  dental  care  in  fiscal  year  1975  (Table  13-6).     This  was  1.6%  of 
the  total  number  of  employees  in  the  Department  of  Medicine  and  Surgery. 
(In  addition  to  the  personnel  listed  in  Table  13-6,  dental  consultants 
employed  by  the  VA  made  10,317  visits  in  fiscal  year  1975.) 

The  most  important  personnel  shortage  is  that  of  dental 
hygienists.     Although  not  every  dental  clinic  has  a  dental  hygienist, 
the  Office  of  Dentistry  in  the  VA  Central  Office  would  like  to  have 
at  least  one  hygienist  at  each  facility.     Recruitment  problems,  attri- 
buted by  VA  staff  to  the  low  salaries  tha:  the  Civil  Service  Commission 
permits  the  VA  to  pay  hygienists,  have  precluded  this.     There  are  also 
fewer  dental  assistants  than  are  considered  appropriate  by  the  VA. 
Tne  overall  VA  ratio  of  staff  dentists  to  dental  assistants  is  1:1.2. 
In  the  private  sector,  the  ratio  is  1:2-     In  this  instance,  the  VA's 
problem  is  lack  of  budgeted  positions,  not  inadequate  salaries. 

The  VA  dental  staff  has  a  high  proportion  of  specialists:  201  of 
the  777  dentists  (about  26%)  are  identified  as  "specialists,"  although 
only  81  are  board-certified.     There  are  94  prosthodontists,  55  oral 
surgeons,  35  periodontists,  nine  endodontists ,  and  eight  oral  patholo- 
gists.    About  half  the  dental  clinics  have  one  or  more  dental  residents. 
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TABLE  13-6 


VA  Dental  Staff,  by  Type,  1975 


Type 


No. 


Dentists 

Career  residents 

Noncareer  residents 

Dental  hygienists 

Dental  assistants 

Dental  laboratory  technicians 

Other  career  personnel 


777 
61 
244 
99 
907 
463 
235 


Total 


2,786 


SOURCE:     VA  Department  of  Medicine  and  Surgery  (PAID  file) 


The  Committee's  site  visitors  were  impressed  that  the  professional 
dental  personnel  at  the  visited  clinics  were  neither  rushed  nor 
overworked.     Many  of  the  VA  dental  personnel  interviewed  concurred 
in  this  observation.    Analyses  of  the  dental-patient  contact  records 
showed  that  the  chief  of  a  dental  service,  on  the  average,  was 
spending  approximately  32%  of  his  available  clinic  time  with  patients; 
the  other  hospital  dentists,  consultants,  and  residents  spent  35-43% 
of  their  available  time  with  patients.     Comparable  studies  of  dentists 
in  private  practice  show  that  approximately  57%  of  their  available 
working  time  is  spent  at  the  chair. 4/ 

Similar  comparisons  between  VA  and  non-VA  dental  hygienists  and 
dental  assistants  showed  that  the  VA  hygienists  and  assistants  spent 
41%  and  31%,  respectively,  of  their  available  time  in  patient-care 
tasks,  and  non-VA  hygienists  and  assistants,  53%  and  41%.    VA  dentists 
and  dental  hygienists  perform  patient  and  nonpatient  tasks  that 
could  be  delegated  to  other  types  of  personnel.    This  undoubtedly 
reflects  the  insufficient  numbers  of  various  types  of  dental  auxiliaries 
found  in  VA  dental  services.    But  it  may  also  be  a  consequence  of 
the  evident  reluctance  of  some  dental-service  chiefs  and  of  the  VA 
Central  Office  to  proceed  with  reorganizing  dental  services  by  increasing 
the  number  of  auxiliaries  per  dentist  and  increasing  task  delegation  to 
auxiliaries.    Although  the  VA  is  testing  such  delegation  in  a  few  pilot 
locations,  most  dental  services  remain  unaffected  by  any  new  approaches 
to  dental  staffing.    Moreover,  the  VA  does  not  want  to  proceed  in  a  new 
direction  contrary  to  existing  dental-practice  laws  in  the  states 
where  VA  facilities  are,  even  though  the  VA  facilities  do  not  come 
under  the  jurisdiction  of  state  laws. 


The  Committee  found  that  VA  dental  personnel  were  slower  than 
non-VA  dentists  in  performing  specific  services.    The  dental-patient 
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contact  record  analysis  showed  that  the  VA  dentists  require  202  more 
time  than  do  non-VA  dentists  to  perform  comparable  tasks. 

Finally,  the  dental  residency  programs  were  found  to  reduce  the 
fraction  of  time  that  VA  dentists  spent  in  patient  care;  the  more 
residents  at  a  facility  in  proportion  to  the  number  of  VA  staff  dentists, 
the  greater  the  decline  in  proportionate  amount  of  VA  professional 
6taff  time  spent  per  day  with  patients. 

Facilities 

Trie  three  key  factors  that  seem  to  characterize  many  VA  dental 
facilities  are  too  few  chairs  at  a  facility,  the  limited  use  of  some 
of  the  chairs,  and  the"  inadequate  arrangement  of  the  dental  chairs 
and  associated  equipment. 

There  were  dental  clinics  in  each  VA  hospital,  in  10  satellite 
outpatient  clinics,  and  in  six  independent  outpatient  facilities  in  fiscal 
year  1975.     In  the  opinion  of  the  Committee's  site  visitors,  who  visited 
a  sample  of  11  dental  clinics,  facilities  vary  from  inadequate  to 
outstanding,  and  from  very  dingy  to  very  attractive.     At  the  stations 
where  the  dental  facilities  were  considered  less  than  adequate,  at 
least  one  of  the  following  conditions  was  found:     insufficient  total 
floor  space;  too  few  dental  chairs;  poor  location  of  chairs;  insufficient 
6pace  around  chairs;  insufficient  waiting-room  space;  poor  traffic-flow 
patterns;  insufficient  6pace  for  dental  laboratory,  x-ray  darkroom, 
storage,  secretarial,  record,  and  staff-meeting  purposes;  and  inadequate 
dressing-room  and  toilet  facilities. 

There  are  too  few  chairs  per  professional,  compared  with  non-VA 
practice.    At  only  one  of  the  facilities  visited  were  there  even  two 
dental  chairs  available  per  professional.     More  than  half  the  facilities 
had  an  average  of  only  one  chair  per  dentist,  resident,  or  hygienist. 
Moreover,  available  chairs  are  underutilized:  dental  chairs  are  occupied 
only  37%  of  the  time,  whereas  in  non-VA  practices,  the  chairs  have 
a  562  occupancy  rate. 

Most  of  the  equipment  in  the  VA  is  new;  where  it  is  not,  new 
equipment  is  either  in  storage  (awaiting  renovation  of  the  clinic  or 
construction  of  a  new  clinic)  or  on  order.     But  often  the  new  equipment 
cannot  be  used  effectively,  because  of  the  lack  of  floor  space  or 
the  inadequate  arrangement  of  equipment  within  the  allotted  space. 


Data  System 

A  well-designed  data  system  is  necessary  to  keep  account  of  who 
uses  the  VA  dental-care  system  and  for  what  purposes,  to  allocate 
resources  properly,  and  to  facilitate  evaluation  of  its  operations. 
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The  VA  relies  on  its  Automated  Management  Information  System  (AMIS). 
A  comparison  of  the  AMIS  data  and  the  dental-patient  contact  record 
data  for  the  6ame  period  for  the  sampled  hospitals  showed  close 
agreement.     (A  fuller  discussion  of  management  information  is  found 
in  Chapter  6.)    However,  AMIS  does  not  collect  "patient-oriented"  data. 
The  AMIS  data  summarize  activities,  but  not  the  number  and  characteris- 
tics of  the  patients  needing  or  receiving  care  or  the  services  provided 
for  each  of  the  different  types  of  patients.    Nor  do  these  data 
distinguish  the  numbers  of  each  of  the. classes  (Class  I-VI)  of  out- 
patients receiving  staff  care  from  those  receiving  f ee-f or-service 
care,  or  the  services  provided  to  each.    Finally,  neither  AMIS  nor 
any  other  VA  data  system  provides  information  on  the  characteristics 
of  fee-for-service  patients  and  the  services  provided  to  them. 

Funding 

The  costs  of  the  VA  dental  program  have  increased  from  $78  million 
to  $105  million  from  fiscal  year  1971  through  1975.    The  total  of 
$105  million  was  approximately  3%  of  the  $3.5  billion  spent  on  the 
VA's  total  medical  program.     In  fiscal  year  1975,  the  funds  were 
divided  almost  equally  between  "fee"  dentistry  ($51.6  million)  and 
"staff"  dentisty  ($53  million). 

Educational  Programs 

The  VA  dental  program  is  heavily  involved  in  education  and 
training,  both  continuing  education  for  its  own  personnel  and  the 
training  of  others.    About  70%  of  the  VA  hospitals  have  some  training 
program  for  one  or  more  types  of  dental  personnel.    Almost  half 
the  facilities  have  a  residency  program  for  dentists.    During  fiscal 
year  1975,  the  VA  had  a  total  of  305  full-time-equivalent  positions 
for  all  types  of  dental  residents. 

The  VA  has  career,  noncareer,  and  university  residents.  The 
career  residency  programs  are  for  those  who  will  remain  with  the 
VA  after  training.     The  noncareer  residency  program  is  for  dentists 
who  are  not  committed  to  remain  with  the  VA  after  training.  Both 
programs  are  under  the  control  of  the  VA.     The  university  programs 
are  under  the  direct  supervision  of  the  affiliated  dental  schools; 
their  residents  rotate  through  the  VA  dental  service  for  a  portion 
of  their  training. 

The  attitudes  of  VA  dental  personnel  to  residency  programs  are 
mixed.     Some  VA  staff  believe  that  these  programs  are  beneficial 
to  both  staff  and  patients.     Other  VA  staff  believe  that  these  programs 
detract  from  patient  care. 
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Summary  of  Findings 

Patients  who  use  the  VA  hospital  system  have  very  substantial  needs 
for  a  broad  range  of  dental  care.     Because  of  eligibility  constraints 
and  other  factors,  the  VA  currently  meets  only  a  small  fraction 
of  these  needs.     Moreover,  the  VA  dental  program's  own  goals  for 
providing  dental  services  to  eligible  veterans  are  not  being  attained, 
for  a  number  of  reasons:     inadequacy  of  dental-service  capacity, 
stemming  partly  from  inadequate  facilities  and  staff  and  exacerbated 
by  inefficient  utilization  of  dental  staff  personnel  in  obsolete 
methods  of  delivery  of  dental  care;  dependence  on  a  "medically-oriented" 
system  of  health  care,  which  often  precludes  access  to  patients  eligible 
for  dental  care;  and  a  data  system  that  does  not  conveniently  record 
dental-health  needs  or  allow  projections  by  which  resources  can 
be  allocated  rationally. 

There  is  no  clear  set  of  program  priorities  according  to  which  VA 
dental  staff  can  develop  a  system  for  distributing  their  effort.  There 
appear  to  be  imbalances  in  the  distribution  of  effort  among  the 
various  categories  of  dental  services. 

Despite  the  large  amount  of  unmet  dental-care  need  among  eligible 
veterans,  the  VA  dental  services  are  not  very  efficient  in  using 
the  staff  and  resources  that  are  available.     The  VA  has  too  few  dental 
hygienists  and  dental  assistants  for  the  number  of  dentists  and 
residents,  and  the  productivity  of  its  dental  staff  is  lower  than 
that  found  in  the  private  sector.     The  VA  recognizes  some  of  these 
problems  and  has  initiated  efforts  to  correct  them;  but,  for  various 
reasons,  it  is  moving  slowly  in  recruiting  more  dental  hygienists 
and  assistants  and  in  delegating  more  tasks  to  them. 


CHAPTER  14.     NURSING-HOME  AND  INTERMEDIATE  CARE 


Trie  VA  operates  four  long-term-care  programs:    VA  nursing-home 
care,  intermediate  care  in  VA  hospitals,  a  program  in  which  the  VA 
contracts  with  skilled  nursing  facilities  in  the  community  to  accept 
VA  patients,  and  a  domiciliary-care  program.     In  addition,  the  VA 
provides  a  partial  subsidy  for  the  cost  of  caring  for  veterans  in 
domiciliaries ,  nursing  homes,  and  hospitals  in  38  veterans  homes 
operated  by  31  states. 

In  1970,  the  last  year  for  which  U.S.  census  data  are  available, 
the  U.S.  Bureau  of  the  Census  reported  that  75,150  male  veterans 
were  in  "homes  for  the  aged. "17     Of  this  total,  19,750  (26.3%)  were 
in  VA  domiciliaries,  VA  nursing  homes,  or  community  nursing  homes 
on  contract  with  the  VA.2/ 

At  the  end  of  fiscal  year  1975,  the  VA  was  operating  26,926  long- 
term-care  beds.     They  constituted  24%  of  the  112,142  beds  being 
operated  in  VA  facilities.     The  long-term  beds  included  9,584  in 
56  intermediate-bed  sections,  7,032  in  86  nursing-home  units,  and 
10,310  in  18  domiciliary-care  units.     In  addition,  the  VA  contracted 
with  community  nursing  homes  to  provide  nursing  care  to  an  average 
daily  patient  census  of  6,239  patients.     It  also  provided  a  partial 
subsidy  for  an  average  daily  census  of  4,123  patients  in  state- 
operated  nursing  homes  and  5,849  in  state-operated  domiciliary-care 
units.     The  purchased  or  subsidized  services  involved  16,211  patients. 

These  figures  understate  the  amount  of  long-term  care  actually 
being  provided  by  the  VA.    As  noted  in  Chapters  9,  10,  and  11,  there 
appear  to  be  significant  numbers  of  patients  in  medical,  surgical,  and 
psychiatric  beds  in  many  VA  hospitals  who  would  be  more  appropriately 
placed  in  intermediate,  nursing-home,  or  domiciliary-care  beds.  Some 
19,000  patients  in  hospital  beds  (in  addition  to  those  in  intermediate- 
care  beds)  had  been  in  bed  90  days  or  more  on  the  day  of  the  fiscal 
year  1975  annual  patient  census.    At  least  7,000  in  general  hospitals 
and  a  few  thousand  more  in  psychiatric  hospitals  would  be  more  appro- 
priately placed  in  nursing-home  or  intermediate-care  beds. 


209 


91-271  O  -  77  -  15 


Because  the  policy  (issues  associated  with  domiciliary  care  are 
different  from  those  bearing  on  nursing-home  and  intermediate  care,  the 
Committee  conducted  two  separate;  studies .     Intermediate  care  and  nursing- 
home  care  were  examined  together  arid  compared  with  each  other  and  with 
examples  of  three  different  levels  and  quality  of  care  available 
to  nonveteran  patients.     Domiciliary  care  was  studied  separately 
and  compared  with  relevant  types  of  care  available  outside  the  VA;  that 
study  is  discussed  in  Chapter  15. 


Long-Term  Nursing  Care 


The  Committee  used  expert  consultants  to  visit  a  sample  of  VA 
nursing  homes  and  intermediate-care  units  to  assess  the  long-term 
nursing-care  programs.    The  consultants  used  a  set  of  instruments 
to  collect  data  systematically  on  the  characteristics  and  condition 
of  the  patients,  the  care  provided  to  them,  the  staff,  and  the  pertinent 
institutional  environment  characteristics.    They  used  the  same  instruments 
on  two  examples  of  long-term  care  available  outside  the  VA:  a  large 
voluntary  nursing  home  in  an  East  Coast  city,  to  illustrate  the 
level  and  quality  of  care  available  in  what  is  considered  to  be 
a  good  private  nursing  home;  and  the  geriatric  unit  in  a  state  hospital 
in  a  state  with  high  per  capita  expenditures  on  Medicaid,  to  illustrate 
the  level  and  quality  of  care  available  in  a  nonfederal  public  insti- 
tution in  a  state  that  is  generous  in  its  health  expenditures. 


Intermediate  Care 

The  intermediate-care  program  in  the  VA  should  not  be  confused 
with  intermediate-care  facilities  as  defined  by  Medicaid .3/    The  VA's 
intermediate-care  sections  provide  care  that  is  intermediate  between 
hospital  and  "skilled  nursing"  care;  that  is,  they  accommodate  patients 
who  require,  on  the  average,  more  care  than  is  available  in  a  nursing 
home;  Medicaid  refers  to  intermediate-care  facilities  as  those 
that  provide  less  nursing  care  than  a  skilled  nursing  home. 

VA  intermediate-care  services  were  established  in  the  early  1960s 
in  response  to  the  growth  in  the  number  of  chronically  ill  hospital 
patients  who  no  longer  needed  acute  medical  care,  but  did  require 
intensive  nursing  care  and  regular  access  to  physicians. 

The  intermediate  care  patient  is  one  who  has  completed 
his  acute  phase  of  illness  (usually  90  days  or  less)  but  has 
not  reached  maximum  hospital  benefit  and  requires  medical 
services  by  a  physician  on  a  more  or  less  daily  basis  with 
attendant  laboratory  and  X-ray  use  for  a  protracted  period. 
The  mission  of  an  Intermediate  Care  Service  is  to  develop 
a  comprehensive  and  coordinated  pattern  of  service  to  meet 
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the  many  and  varied  needs  of  a  long-term  chronic  patient 
who  continues  to  require  hospital  care  and  treatment. 4/ 

With  a  large  aging  inpatient  population — especially  in  psychiatric 
wards — the  VA  designed  intermediate  care  for  three  types  of  patients: 
long-term  psychiatric  patients  with  other  serious  chronic  disease 
problems  who  require  extensive  nursing  care;  geriatric  patients;  and 
patients  whose  physical  condition  requires  continuous,  intensive 
nursing  care.     The  last  category  includes  patients  with  spinal-cord 
injuries,  cerebrovascular  accidents,  and  a  range  of  neurologic  diseases. 
The  outlook  of  the  units  was  to  be  rehabilitative;  staff  who  understood 
the  specialized  techniques  of  rehabilitation  were  to  encourage  the 
patients  to  strive  for  maximal  independence.     Since  1973,  intermediate- 
care  sections  have  been  administered  as  part  of  the  Medical  Service. 

In  fiscal  year  1967,  the  VA  reported  that  it  operated  1,504 
intermediate-care  beds.    By  fiscal  year  1975,  the  number  of  intermediate- 
care  beds  had  risen  to  9,534,  8.5%  of  all  VA  operating  beds.    The  average 
daily  patient  census  was  9,072,  9%  of  the  total  VA  inpatient  census. 
The  occupancy  rate  for  fiscal  year  1975  was  95%  ._5/ 

Intermediate-care  patients  exhibit  as  extensive  a  range  of  chronic 
conditions  as  a  national  sample  of  nursing-home  residents,  but  have 
a  greater  incidence  of  psychiatric  diagnoses  and  a  smaller  incidence 
of  arthritis  and  rheumatism.     Only  19%  of  the  intermediate-care  patients 
have  service-connected  disabilities .6/ 

Intermediate-care  sections  contain  patients  admitted  from  their 
homes,  as  well  as  those  transferred  from  hospital  beds.     In  1975,  16% 
were  admitted  directly  from  the  community;  32%  had  spent  some  time  in  a 
VA  or  community  hospital  before  being  transferred  to  a  VA  intermediate- 
care  bed;  the  rest  were  transferred  from  other  long-term-care 
institutions . 

Intermediate-care  beds  currently  serve  two  types  of  patients:  a 
group  of  chronically  ill,  greatly  disabled  patients,  whose  stays  are 
very  long;  and  a  group  of  convalescent  patients,  many  of  whom  have 
suffered  cerebrovascular  accidents  or  heart  attacks,  whose  stays  are 
relatively  short.    Of  the  7,637  patients  discharged  from  intermedi ace- 
care  sections  in  fiscal  year  1975,  25%  died,  2%  had  irregular  discharges, 
and  the  other  72%  had  regular  discharges.  Of  those  with  regular  dis- 
charges, 60%  returned  to  "independent  living."    The  proportion  of  veterans 
discharged  to  independent  living  is  less  for  the  longer-staying  patients. 

The  mean  amount  of  time  6pent  by  patients  in  intermediate  care 
sections  who  had  not  attained  a  stay  of  5  months  at  the  time  of  the 
VA's  1973  census  was  73  days,  whereas  those  with  an  attained  stay  of 
over  5  months  averaged  2,788  days  (7.6  years).  Those  who  were  discharged 
before  completing  5  months  of  stay  averaged  59  days,  whereas  those 
who  were  discharged  after  at  least  5  months  averaged  1,156  days 
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(3.2  years).    Apparently,  those  who  are  not  discharged  within  5  months 
tend  to  stay  for  many  years. 

A  majority  of  the  intermediate-care  patients  who  are  admitted  from 
the  community  6tay  for  less  than  5  months  and  then  return  to  the 
community . 

Intermediate-care  sections  are  used  less  for  convalescence  than  for 
the  permanent  care  of  greatly  disabled ,.  chronically  ill  patients.  These 
sections  will  therefore  tend  to  lose  their  short-term  beds  to  an  accretion 
of  long-staying  patients,  unless  a  predetermined  number  of  beds  are  kept 
for  convalescent  patients. 

VA  Nursing-Home-Care  Units  and  Community  Nursing  Homes 

Public  Law  88-450,  enacted  in  1964,  authorized  the  VA  to  operate 
nursing-home-care  beds,  which  it  had  not  been  authorized  to  do  previously. 
The  same  law  authorized  the  VA  to  contract  with  private  or  public  nursing 
homes  to  care  for  VA  patients  who  have  received  maximal  hospital  benefit, 
but  require  a  convalescence  of  no  more  than  6  months.     The  purpose  of  both 
programs  was  to  enable  the  agency  to  move  patients  out  of  its  hospital  beds 
when  they  no  longer  needed  hospitalization,  but  still  required  nursing  care. 
If  a  veteran  was  likely  to  require  permanent  care,  he  was  placed  in  a  VA 
nursing-home-care  unit,  rather  than  in  a  contract  nursing  home  .2/ 

When  the  Congress  authorized  the  VA  to  provide  nursing-home  care, 
it  did  so  on  the  grounds  that  the  growing  geriatric  population  in  the 
hospitals  and  domiciliaries  required  specialized  services  for  their 
cnronic  conditions  and  that  the  cost  of  providing  that  care  was  greater 
in  the  VA's  hospitals  than  it  would  be  in  nursing  homes.    The  VA 
estimated  that  appproximately  9,700  patients  who  were  in  its  hospitals 
at  that  time  required  only  nursing-home  care.  It  also  estimated 
that  about  30%  of  the  patients  who  leave  a  hospital  after  achieving 
maximal  hospital  benefit  need  a  period  of  convalescence  and  restoration 
before  they  can  resume  independent  living  and  that  about  5%  of  the 
patients  discharged  from  hospitals  are  left  with  residual  disabilities 
and  require  permanent  supportive  care. 8/ 

A  1961  VA  survey  of  its  psychiatric-hospital  patients  found  that 
18%  had  been  in  the  hospitals  for  more  than  20  years  and  another 
24%  for  more  than  10  years.     It  was  surmised  that  these  patients 
constituted  the  bulk  of  the  "frozen"  beds  and  that  greater  utilization 
of  nursing-care  facilities  would  relieve  the  situation  and  make 
beds  available  for  acutely  ill  patients. 9/ 

The  contract  authority  was  to  be  used  by  the  VA  when  there  was 
reasonable  assurance  that  care  at  government  expense  would  be  terminated 
within  6  months.    Between  August  1964  and  the  end  of  June  1966,  over 
7,000  patients  were  placed  in  community  nursing  home  care  establish- 
ments. 10/    In  fiscal  year  1975,  the  average  census  of  patients  on 
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VA  contract  in  community  nursing  homes  was  6,239.  In  that  year,  16,056 
contracts  were  written  for  community  nursing-home  placements,  at 
a  total  cost  of  $47.3  million. 

Recognizing  the  increased  costs  of  skilled  nursing  care,  PL  90-429 
(1968)  authorized  a  higher  ceiling  on  payments  to  community  nursing 
homes;  and,  accepting  the  increasing  need  for  expanded  benefits  and 
coverage  in  nursing  programs,  PL  91-101  (1969)  allowed  unlimited  community 
nursing-home  stays  for  veterans  who  had  been  hospitalized  for  service- 
connected  disabilities.    A  few  years  later,  PL  93-82  (1973)  permitted 
the  direct  admission  of  any  veteran  to  a  VA  nursing-home-care  unit 
without  prior  hospitalization.     This  law  also  authorized  the  direct 
admission  of  veterans  with  service-connected  disabilities  to  community 
nursing  homes . 

From  an  initial  Congressional  authorization  of  4,000  beds  in  1964, 
the  VA's  own  nursing-home-care  unit  program  grew  to  7,032  beds  (in 
85  units) — 6%  of  all  VA  operating  beds,  by  fiscal  year  1975.     In  1965, 
tne  average  daily  patient  census  was  150;  by  fiscal  year  1975,  it 
had  increased  to  6,739.     The  occupancy  rate  in  1975  was  96%.     Of  these 
patients,  68%  were  in  63  nursing-home-care  units  in  general  hospitals, 
and  32%  in  the  22  nursing-home-care  units  attached  to  psychiatric 
hospitals.     The  operating  cost  for  the  VA  nursing-home-care  unit  program 
in  fiscal  year  1975  was  reported  to  be  $105.2  million. 11/ 

The  residents  of  nursing-home-care  units  require  a  great  deal  of 
nursing  care,  although  less  than  intermediate-care  patients.  Unlike 
those  in  the  intermediate-care  sections,  relatively  few  of  the  nursing- 
home-care  unit  patients  return  to  "independent  living"  or  leave  in 
less  than  5  months.    Only  27%  of  the  patients  in  nursing-home-care 
units  have  service-connected  disabilities. 

Compared  with  the  national  sample  of  nursing-home  residents,  whose 
mean  age  is  over  70,  the  VA's  nursing-home-care  unit  residents  are 
slightly  younger  (mean  age,  69),  and  they  are  predominantly  male . 12/ 
The  VA's  patients  were  less  senile  and  much  less  arthritic,  although 
they  had  more  mental  illness  and  more  heart  disease. 

In  fiscal  year  1975,  28%  of  a  total  of  2,231  discharges  from  VA 
nursing-home-care  units  were  deaths,  35%  were  to  VA  hospitals  and 
33%  were  to  independent  living.     This  low  rate  of  return  to  the  community 
is  generally  characteristic  of  nursing  homes  throughout  the  country. 

Of  the  total  discharges  from  the  nursing-home-care  unit  program  in 
fiscal  year  1973,  75%  had  annual  incomes  below  $3,000,  and  more  than 
two-thirds  were  not  married. 

The  attained  stay  for  all  nursing-home-care  unit  patients  who  were 
in  bed  on  the  day  of  the  VA's  annual  census  in  1975  was  910  days 
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(2.5  years) — 68  days  for  patients  with  attained  stays  under  150  days, 
and  1,096  days  (3  years)  for  patients  vith  attained  stays  in  excess 
of  150  days.    These  attained  stays  are  much  shorter  than  those  of 
intermediate-care  patients,  but  it  should  be  noted  that  the  nursing- 
home-care  unit  program  is  only  a  few  years  old;  many  of  the  nursing- 
home-care  units  were  opened  for  patients  in  the  early  1970s. 

As  in  the  intermediate-care  sections,  patients  in  the  nursing- 
home-care  units  with  short  attained  stays  contributed  heavily  to 
discharges.    Patients  with  attained  stays  of  less  than  5  months  made 
up  only  18%  of  the  census  population  and  accounted  for  more  than  402 
of  the  discharges. 

The  nursing-home-care  unit  program  is  used  largely  by  veterans 
without  service-connected  disabilities.     By  and  large,  these  patients 
are  elderly,  single,  poor  men  whose  discharge  from  the  nursing-home-care 
unit  is  most  frequently  due  to  death.     Only  a  very  small  number  of 
people  spend  under  5  months  in  the  nursing-home-care  units  before 
returning  to  independent  living.    There  are  many  similarities  between 
the  VA's  nursing-home-care  unit  patients,  intermediate-care  patients, 
and  a  national  sample  of  community  nursing-home  patients.    The  function 
of  each  appears  to  be  the  same:     to  provide  a  last  home  for  very 
sick  people. 


Evaluation  of  Long-Term  Nursing  Care 

In  evaluating  the  quality  of  long-term  nursing  care  in  the  VA, 
the  Committee's  consultants  used  a  set  of  instruments  to  collect 
data  and  record  professional  judgments  on  five  quality  measures:  patient 
characteristics  and  requirements  for  nursing  care;  staffing  quantity, 
quality,  and  mix  (RNs,  LPNs ,  aides);  the  adequacy  of  physical  nursing 
care  provided;  the  extent  of  recreational  and  therapeutic  programs; 
and  the  quality,  decor,  physical  arrangements,  atmosphere,  cleanliness, 
and  safety  of  the  facilities.     Professional  summary  judgments  of  the 
overall  quality  of  care,  based  on  the  five  quality  measures,  were 
recorded  on  a  four-point  scale:     custodial,  minimal,  adequate,  and 
excellent . 

Three  illustrations  of  long-term  nursing  care  currently  available 
to  nonveterans  were  used  to  illustrate  adequate,  minimal,  and  inferior 
(i.e.,  less  than  custodial)  care.    A  well-known  voluntary  institution  in 
an  eastern  city  was  selected  to  illustrate  excellent  care,  on  the  basis 
of  its  high  reputation  among  professionals  as  a  skilled  nursing-care 
and  long-term-care  facility.    The  Committee's  consultants,  using  the 
same  instruments  that  they  applied  in  the  VA,  however,  gave  it  an 
overall  rating  of  "adequate."     It  is  henceforth  referred  to  as  the 
"benchmark  of  adequate  care"  (BAC).     The  second  benchmark  was  the 
geriatric  ward  of  a  state  hospital  in  a  state  that  ranks  in  the  top 
eight  in  per  capita  Medicaid  expenditures  and  in  the  top  11  in 
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skilled-nursing-facility  payments  per  aged  beneficiary.    The  Committee's 
consultants,  after  a  site  visit,  gave  it  an  overall  rating  of  "minimal." 
It  is  henceforth  referred  to  as  the  "benchmark  of  minimal  care"  (BMC). 
The  third  benchmark  was  of  inferior  care—custodial  or  worse.  No 
skilled  nursing  facility  that  rendered  inferior  care  permitted  a  site 
visit  by  the  Committee's  consultants,  so  the  characteristics  of  such 
institutions  were  developed  by  making  a  composite  profile  based  on 
data  on  nine  inferior  facilities  in  two  regions  of  New  York  State. 
The  data  were  obtained  from  Medicaid  survey  reports  and  other  New 
York  State  Health  Department  site-visit  reports.  The  composite  therefore 
describes  the  actual  characteristics  of  institutions  providing  only 
custodial  nursing  care  or  less.    However,  the  impression  conveyed 
by  a  recently  published  report  13/  suggests  that,  although  the  composite 
represents  poor  care,  it  by  no  means  represents  the  worst  possible  care. 
The  composite  of  inferior  care  is  intended  to  be  representative  of 
the  poor  care  actually  provided  by  many  skilled  nursing  facilities. 
It  is  henceforth  referred  to  as  the  "benchmark  of  inferior  care"  (BIC). 

The  benchmark  of  adequate  care  has  725  skilled  nursing  beds, 
699  of  which  were  occupied  on  the  day  of  the  site  visit.  They  are 
divided — roughly  equally — among  three  categories  of  patients:  ambu- 
latory, semiambulatory,  and  those  who  are  more  physically  and  mentally 
debilitated.     There  is  a  separate  waiting  list  for  each  category  of 
care:     9-12  months  for  the  ambulatory  beds,  up  to  18  months  for  the 
semiambulatory,  and  up  to  3  years  for  the  completely  bedbound.  The 
average  length  of  stay  is  6-7  years;  discharge  is  almost  invariably 
due  to  death.    Almost  all  patients  are  supported  by  Medicaid. 

The  facility  selected  as  a  benchmark  of  minimal  care  is  the 
geriatric  unit  of  a  760-bed  state  psychiatric  hospital.     It  was  selected 
as  an  example  of  the  long-term  care  available  to  senile  geriatric 
patient6  in  a  public  hospital  in  a  state  with  relatively  high  per  capita 
Medicaid  expenditures.    At  the  time  of  the  site  visit,  the  unit  had 
68  patients  in  its  wards;  another  13  had  been  transferred  to  the  acute 
medical  ward  with  such  problems  as  hip  fractures,  pneumonia,  or  terminal 
stages  of  other  diseases.    Almost  all  the  patients  are  senile,  and 
a  large  proportion  are  incontinent  and  need  assistance  with  activities 
of  daily  living.     Except  for  a  small  number  of  placements  in  community 
nursing  homes,  the  geriatric  unit  is  the  final  home  for  the  majority 
of  its  patients . 

The  composite  view  of  an  inferior  skilled  nursing  home  was  drawn 
from  data  on  nine  homes  that  ranged  in  size  from  45  to  525  beds.  All 
were  about  902  occupied;  two-thirds  of  the  patients  were  female,  and 
the  mean  age  was  75.9  years.    Even  custodial  services  were  not  adequately 
provided . 

The  findings  concerning  the  quality  of  care  provided  in  the  study 
sample  of  VA  nursing  homes  and  intermediate-care  units  are  summarized 
in  Table  14-1. 
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TABLE  14-1 

Site  Visitors'  Ratings  of  Quality  of  Long-Term  Nursing  Care 
of  Selected  VA  Facilities,  by  Type 

Characteristic  Total     Custodial  Minimal  Adequate  Excellent 


Nursing-home-care  units 

No.  units  10  1  4  3  2 

No.  patients  764  76  453  154  81 

Fraction  of  patients,  I        100  10  59  20  11 

Intermediate-care  units 

No.  units  10  6  4  0  0 

No.  patients  2,094  1,451  643  0  0 

Fraction  of  patients,  %        100  69  31  0  0 


SOURCE:     NAS  study  of  long-term  care,  1975 

It  is  evident  from  the  table  that,  in  the  sample  of  VA  nursing  homes 
studied  by  the  Committee,  the  overall  quality  of  care  being  provided 
was  adequate  or  better  in  half  the  units,  with  312  of  the  patients, 
and  was  at  least  minimal  in  90%  of  the  cases.    Only  10%  of  the  nursing- 
home  patients  were  receiving  essentially  custodial  care,  even  though 
some  degree  of  nursing  care  was  required. 

The  quality  of  care  was  much  less  satisfactory  in  intermediate-care 
units.    None  of  these  units  was  providing  even  adequate  care,  31%  of 
the  patients  were  receiving  minimal  care,  and  69%  were  receiving  essen- 
tially custodial  care. 

It  should  be  noted,  with  regard  to  the  physical  nursing  care 
provided,  that  all  the  units  were  found  to  be  generally  satisfactory: 
the  incidence  of  decubitus  ulcers  was  low,  the  use  of  unjustified 
hand  or  wrist  restraints  was  negligible,  and  the  care  of  incontinent 
patients  was  generally  good.     There  were  few  differences  in  the  physical 
nursing  care  between  the  VA  units  and  the  BAC  and  BMC.    However,  the 
BIC  had  much  lower  physical-nursing-care  quality:    decubitus  ulcers 
were  much  more  prevalent;  many  incontinent  patients  were  neglected 
and  had  poor  skin  condition;  there  were  many  cases  of  soiled  patients, 
old  6tains,  and  wet  sheets;  and  patient  restraints  were  frequently 
used. 

In  none  of  the  sampled  VA  nursing-home  units  or  intermediate-care 
units  does  the  quality  of  physical  care  appproach  the  unacceptable 
rating  found  in  the  BIC.    The  differences  in  overall  quality  of  care 
were  attributable  to'other  factors,  such  as  quality  of  the  facilities, 
extent  of  therapeutic  and  recreational  programs,  and  atmosphere. 
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The  comparative  program  characteristics — patients,  workload, 
staffing,  and  overall  quality — are  summarized  in  Table  14-2.     The  table 
shows  that  the  relationships  among  staffing  coverage  and  mix,  workload, 
patient  need,  percentage  of  RNs,  and  overall  quality  of  care  are 
by  no  means  simple  and  straightforward.     The  BAC  shows  a  higher  workload 
per  nursing  staff  member,  a  lower  overall  staff-to-patient  ratio,  a 
lower  proportion  of  RNs  in  the  nursing  staff,  and  a  higher  overall- 
quality  score  than  the  means  of  VA  nursing-home  units  and  VA 
intermediate-care  units.     Patient  need  at  the  BAC  was  between  that  in  the 
VA  nursing-home  units  and  that  in  VA  intermediate-care  units.  Similarly, 
the  overall  staff-to-patient  ratio  at  the  BMC  is  much  higher  than 
the  mean  for  VA  intermediate  care,  although  the  patient  need  is  about 
the  same  as  the  mean  value  for  VA  intermediate  care.    The  proportion 
of  RNs  at  the  BMC  (9%)  is  much  lower  than  that  in  the  VA  intermediate- 
care  units  (19-34%;,  but  none  of  the  VA  intermediate-care  units  was 
rated  higher  in  quality  of  care  than  the  BMC.     These  data  indicate 
that  the  intermediate-care  units  are  understaffed  in  total  personnel. 

Even  more  striking  is  the  great  variation  in  patient-need  scores  and 
staffing  among  VA  units.     The  relative  differences  among  nursing-care 
units  are  larger  for  workload  than  they  are  for  coverage  (i.e.,  staff-to- 
patient  ratios).     The  data  are  as  follows: 

Highest  as  %  of  lowest 

Intermediate-care  units:    workload  206% 

coverage — all  195% 

Nursing-care  units:  workload  468% 

coverage — all  252% 

It  is  evident  that  staffing  allocation  procedures  are  not  adequately 
sensitive  to  differences  in  workload  among  nursing-care  units. 

It  also  appears  that  factors  other  than  numbers  and  mix  of  staff 
(i.e.,  proportion  of  RNs)  are  important  for  quality  of  care.     The  quality, 
morale,  attitudes,  and  leadership  of  the  staff,  as  well  as  various 
environmental  factors,  are  critical  to  the  overall  quality  of  care 
in  long-term  nursing-care  units. 

According  to  the  site  visitors'  evaluations,  the  various 
intermediate-care  environments  are  clearly  inferior  to  those  of  the 
nursing-home-care  units.     The  intermediate-care  sections  were  judged 
to  be  bleak  and  institutional,  and  the  physical  environments  of  the 
nur6ing-home-care  units  were  seen  as  somewhat  more  stimulating,  although 
still  not  "very  nice"  or  even  somewhat  "homelike." 

In  the  smaller,  more  "cheerful"  nursing-home-care  units,  the  higher- 
skilled,  "richer"  nursing  staffs  are  able  to  attend  better  to  their 
patients.     Moreover,  the  site-visitors'  comments  suggest  that  the  quality 
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of  the  nursing  staff  in  the  nursing-home-care  units  is  in  many  cases 
superior  to  that  of  the  nursing  staff  in  the  intermediate-care 
sections . 

No  significant  differences  distinguish  nursing-home-care  units 
from  intermediate-care  sections  in  the  average  age  of  patients,  the 
amount  of  social  services  and  organized  recreational  activities  provided 
to  patients,  and  the  coverage  of  patients  by  registered  nurses.  The 
average  workload  is  greater  in  the  intermediate-care  units,  and  the 
patients'  average  functional  status  is  higher  in  the  nursing-home 
units.     The  latter  units  are  smaller  and  have  more  highly  trained  staff. 
Of  course,  the  ranges  in  patient  need  and  staffing  are  substantial 
for  both  types  of  units.     Some  nursing-home-care  units  and  some 
intermediate-care  sections  are  indistinguishable.    Their  patients, 
staff,  workload,  and  environments  are  the  same.     The  patient-mix 
variation  is  attributable  to  variation  in  admission  policies.  If 
a  nursing-home-care  unit  supervisor  maintains  a  mix  of  patients  with 
different  functional  abilities,  then  the  patients  in  nursing-home-care 
units,  taken  as  a  group,  will  not  be  as  disabled  as  intermediate-care 
patients.     However,  if  the  intermediate-care  sections  are  used  for 
ambulatory  patients  or  for  more  functionally  independent  patients, 
then  the  resulting  patient  mix  will  appear  more  like  that  of  a 
nursing-home-care  unit  that  exercises  options  in  admitting  patients. 

If  intermediate-care  sections  were  staffed  as  though  they  were 
nursing-home-care  units,  the  current  intermediate-care  nursing  staffs 
would  have  to  be  increased  by  approximately  14%  to  distribute  the 
workload  in  a  manner  similar  to  that  of  the  nursing-home-care  units. 
Moreover,  the  number  of  registered  nurses  on  the  staff  of  intermediate- 
care  sections  would  have  to  be  increased  by  approximately  34%.  However, 
if  nursing-home-care  units  were  staffed  as  though  they  were  intermediate 
care  sections,  their  staffs  would  be  reduced  by  approximately  23%,  and 
the  number  of  registered  nurses  would  be  reduced  by  approximately  26%. 

The  BAC  is  larger  than  any  nursing-home-care  unit  or  intermediate- 
care  section  visited.    As  in  the  VA  program,  the  BAC's  occupancy  rate 
consistently  exceeds  95%.    Although  the  median  age  of  its  patients 
is  almost  15  years  above  that  in  the  VA  programs,  patient  need  at 
the  BAC  is  about  midway  between  those  in  the  intermediate-care  sections 
and  the  nursing-home-care  units. 

The  proportion  of  RNs  on  the  nursing  staff  at  the  BAC  is  lower 
than  those  in  the  nursing-home-care  units  and  intermediate-care  sections 
In  fact,  50%  of  the  intermediate-care  sections  and  all  the  nursing-home- 
care  units  have  greater  proportions  of  RNs  on  their  staffs  than  the 
BAC.     However,  a  greater  proportion  of  the  RNs  at  the  BAC  have  advanced 
nursing  degrees  than  in  any  VA  unit. 


220 


Patient  coverage  at  the  BAC  (for  all  nursing  staff)  is  well  below 
the  coverage  afforded  patients  in  40%  of  the  nursing-home-care  units 
and  equal  to  the  coverage  in  30%  of  the  nursing-home-care  unit6.  All 
but  one  intermediate-care  section  are  better  staffed  than  the  BAC. 
Through  control  of  patient  need  (for  nursing),  it  appears  that  patients 
at  the  BAC  received  more  attention  to  their  nursing  needs  than  patients 
in  20%  of  the  nursing-home-care  units  and  in  60%  of  the  intermediate-care 
sections.    Restated  in  terms  of  staff  workload,  it  appears  that  the 
nursing  staff  at  the  BAC  has  a  greater  workload  than  80%  of  the  nursing- 
home-care  unit  staffs  and  40%  of  the  intermediate-care  section  staffs. 
Nevertheless,  the  overall  quality  of  care  at  the  BAC  was  judged  by 
the  site  visitors  to  be  adequate.    This  judgment  means  that  care  at 
the  BAC  is  superior  to  that  in  five  nursing-home-care  units  and  all 
intermediate-care  sections,  on  a  par  with  that  in  three  nursing-home- 
care  units,  and  inferior  to  that  in  two  nursing-home-care  units.  Although 
the  BAC  is  not  staffed  as  adequately  as  many  VA  units,  this  overall 
judgment  is  attributable  largely  to  the  great  amount  of  privacy  afforded 
by  the  separate,  two-to-a-room  living  arrangements  and  the  noninstitu- 
tional,  "homelike"  atmosphere  of  the  BAC.     Moreover,  the  quality  of 
the  nursing  staff  at  the  BAC  is  judged  to  be  superior  to  that  in  80% 
of  the  nursing-home-care  units  and  all  the  intermediate-care  sections. 
Staff  quality  apparently  compensates  for  inferior  coverage  and  higher 
workloads . 

Seventy  percent  of  the  nursing-home-care  units  and  only  10%  of  the 
intermediate-care  sections  have  as  few  as  or  fewer  than  the  80  beds 
at  the  BMC.    Moreover,  the  BMC's  occupancy  rate  is  lower  than  that 
of  any  VA  unit;  this  is  due,  at  least  in  part,  to  the  BMC's  great 
reliance  on  local  community  nursing  homes  for  the  care  of  geriatric 
patients.     Patient  need  at  BMC  is  greater  than  the  mean  patient  need 
in  either  the  intermediate-care  sections  or  the  nursing-home-care 
units  in  the  VA.    Patient  need  is  greater  in  the  VA  in  only  two 
intermediate-care  sections.    The  BMC  houses  a  patient  population  with 
a  much  greater  prevalence  of  senility  than  any  other  unit  visited. 

Although  the  BMC  provides  far  more  nursing  coverage  for  its 
patients  than  the  VA,  almost  the  entire  nursing  staff  is  composed 
of  aides:     the  BMC  has  only  four  RNs.     The  RNs  provide  very  few  services 
directly  to  patients;  they  supervise  the  activities  of  the  aides. 

A  "minimal"  quality  of  care  is  provided  by  the  BMC  to  the  patients 
in  its  geriatric  unit.    The  unit  is  bleak  and  institutionally  monoto- 
nous, but  it  was  considered  to  be  providing  care  superior  to  that  being 
provided  in  some  of  the  VA  units.    The  differences  lay  primarily  in 
the  relatively  small  size  of  the  BMC  wards  and  the  relatively  large 
amount  of  social  and  recreational  services  provided  to  its  patients. 
Moreover,  the  rapport  between  patients  and  staff  seemed  to  be  very 
good.     No  intermediate-care  section  in  the  VA  provides  an  adequate 
quality  of  care,  and  one  nursing-home-care  unit  provides  custodial 
care.    The  BMC  program  and  its  patients  seem  to  be  very  similar  to  the 
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VA's  intermediate-care  program  and  its  patients.     In  any  event,  the 
result  is  the  same:  patients  with  great  need  for  nursing  care  are 
housed  in  a  drab,  "very  unpleasant"  institution.    Although  not  abused — 
they  appear  to  receive  adequate  physical  care — the  patient6  at  the 
BMC  receive  few  rehabilitative  services. 

The  BIC  provides  far  less  skilled  nursing  care  to  its  patients  than 
any  VA  nursing  unit.    The  overall  environment,  quality  of  nursing, 
and  quality  of  care  were  evaluated  as  generally  inferior  to  those  of  VA 
facilities.    However,  a  small  number  of  VA  intermediate-care  sections  are 
in  some  respects  comparable  with  the  BIC,  even  though  the  physical  care 
in  the  VA  units  is  probably  superior.     The' quality  of  care  in  one 
VA  nursing-home-care  unit  and  five  intermediate-care  sections  was 
rated  as  custodial.     Still,  the  physical  care  in  all  these  sites 
is  superior  to  that  at  the  BIC.     In  no  VA  unit  does  the  staff  have 
less  than  192  RNs .    At  the  BIC,  only  52  of  the  staff  were  RNs ,  which 
is  insufficient  in  most  nursing  homes  to  provide  around-the-clock 
RN  coverage . 

The  Contract  Community  Nursing-Home  Program 

The  contract  community  nursing-home  program  was  reviewed  at  15  of 
the  17  VA  stations  that  were  visited  as  part  of  the  long-term-care 
study.    At  each  station,  at  least  one  social  worker  and  one  nurse 
who  were  responsible  for  the  program  were  asked  to  compare  the 
quality  of  the  local  community  nursing  homes  with  the  quality  of 
the  long-term-care  nursing  units  at  that  station.     They  were  also 
asked  for  their  impressions  of  the  morbidity  of  the  VA  patients  in 
the  local  nursing  homes  and  in  the  VA  station's  long-term-care  units. 

At  all  the  stations,  the  patients  with  service-connected  disabi- 
lities could  stay  indefinitely  in  local  nursing  homes  at  VA  expense; 
6  months  was  the  maximal  length  of  continuous  stay  that  was  allowed 
veterans  with  non-service-connected  disabilities.     However,  some  hospitals 
readmitted  their  veterans  with  non-service-connected  disabilities 
for  reevaluation  at  the  end  of  their  6-month  contracts,  kept  them 
at  the  hospital  for  a  few  days,  and  then  recontracted  them  to  the 
original  nursing  homes  for  another  6  months.    The  staff  justified 
this  practice  when  a  veteran  with  a  non-service-connected  disability 
could  not  get  alternative  funding  for  his  stay  (usually  from  Medicaid) 
or  if  he  had  dependents  who  would  be  pauperized  if  he  were  forced 
to  qualify  for  Medicaid.     The  VA  nursing-home-care  units  were  invariably 
full  on  stations  that  rotated  veterans  with  non-service-connected 
disabilities  between  the  hospitals  and  local  nursing  homes. 

This  practice  was  not  universal,  however.    Many  veterans  with 
non-service-connected  disabilities  who  required  skilled  nursing  care 
for  a  period  longer  than  the  initial  6-month  VA  contracts  were  enrolled 
by  state  Medicaid  programs  when  their  VA  contracts  expired.  VA  personnel 
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facilitated  the  veterans'  Medicaid  applications.  In  many  states, 
Medicaid  will  make  up  the  difference  between  the  VA'6  aid  and 
attendance  payments  and  the  costs  of  a  community  nursing  home. 

Both  the  VA  and  the  states  subsidize  patients,  most  of  whom  are 
elderly,  in  community  nursing  homes.    VA  expenditures  of  funds  for 
community  nursing-home  placements  were  compared  with  comparable  state 
Medicaid  expenditures  in  1970  and  1975.    A  reciprocal  relationship 
was  found;  i.e.,  the  VA  expenditures  for  the  contract  community  nursing- 
home  program  generally  decreased  in  states  in  which  per  capita  Medicaid 
expenditures  for  the  elderly  increased,  and  vice  versa. 

The  community  nursing  homes  that  receive  veterans  on  VA  contract 
are  generally  among  the  better  long-term  nursing-care  facilities  in 
the  community.    All  community  nursing  homes  are  required  by  the  VA 
to  be  certified  as  skilled  nursing  facilties  if  they  are  to  receive 
VA  contract  patients.    Moreover,  the  local  VA  station  appoints  a 
team  of  professionals  to  inspect  community  nursing  homes  that  apply 
for  VA  contract  patients.    Each  inspection  team  usually  includes 
a  physician,  a  nurse,  a  social  worker,  an  administrator,  a  dietician, 
and  a  safety  engineer.    Community  nursing  homes  that  contain  veterans 
are  reinspected  at  least  once  each  year  (except  in  two  cases  in  which 
the  community  nursing  homes  were  reinspected  once  every  2  years). 
Moreover,  each  station  assigns  a  sufficient  number  of  social  workers 
and  nurses  to  the  community  nursing-home  program  to  ensure  that  most 
veterans  are  visited  by  a  VA  professional  at  least  once  each  month. 

The  average  daily  rate  of  expenditure  of  most  of  the  visited  stations 
is  below  the  allowable  maximum;  this  suggests  that  the  current  maximal 
daily  fees  may  be  adequate  in  some  regions  to  place  VA  patients  in 
adequate  community  nursing  homes.     Insofar  as  the  more  costly  homes 
are  superior  homes,  the  VA  may  be  hiring  the  better  care  facilities. 
(Some  high-cost  nursing-home  areas  of  the  country — such  as  New  York, 
Michigan,  and  Hawaii — were  not  visited.) 

The  impressions  of  the  site  visitors  tend  to  be  corroborated  by 
some  responses  to  the  Committee's  survey  of  VA  professional  staff. 
For  example,  78%  of  1,901  RN  respondents  working  in  different  VA 
settings  reported  that  they  frequently  or  occasionally  see  newly  admitted 
patients  who  bear  signs  of  inferior  nursing  care.     Of  those  who  reported 
that  they  see  these  signs  of  inferior  nursing  care  more  than  "seldom," 
77%  reported  that  the  patients  came  primarily  from  community  nursing 
homes.     Of  the  last-mentioned  group  of  respondents,  88%  indicated 
that  the  patients  came  only  "occasionally"  from  community  nursing 
homes  with  which  the  VA  has  contracts. 

Of  RN  respondents,  75%  thought  that  the  quality  of  long-term  care 
at  their  stations  was  either  somewhat  better  or  much  better  than  the 
quality  of  care  in  local  community  nursing  homes;  only  21%  thought 
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that  care  was  about  equal.     A  scant  4%  thought  that  long-term  care 
in  local  nursing  homes  was  superior  to  the  care  in  the  VA. 

According  to  site-visit  interviews,  11  of  14  of  the  staffs  felt 
that  the  VA  stations'  long-term-care  units  (nursing-home  care  and 
intermediate  care)  were  superior  to  the  contract  homes.     Two  of  the 
three  stations  in  which  the  staff  felt  that  the  local  homes  were 
better  had  large  intermediate-care  units  that  rendered  custodial 
care . 


Summary  of  Findings 

The  VA  hospital  system  plays  an  important  role  in  providing 
long-term  nursing  care  to  veterans.  At  the  end  of  fiscal  year  1976, 
it  was  providing  long-term  care  in  VA  nursing-home  units,  intermediate- 
care  units,  and  contract  community  nursing  homes  to  over  23,000 
patients.     Moreover,  the  Committee  estimates  that  at  least  7,000 
of  the  patients  in  the  VA's  acute  medical,  surgical,  and  psychiatric 
beds  in  general  hospitals  should  be  considered  long-term-care  nursing 
patients,  plus  a  few  thousand  in  psychiatric  hospitals,  so  that  the 
total  long-term  nursing-care  census  for  which  the  VA  is  responsible 
is  well  over  30,000  patients. 

In  evaluating  the  quality  of  long-term  nursing  care  in  the  VA, 
the  Committee's  consultants  used  five  quality  measures  and  then 
recorded  overall  professional  summary  judgments  based  on  the  five 
measures.     Overall  quality  was  recorded  on  a  four-point  scale:  custodial 
minimal,  adequate,  and  excellent.    The  overall  quality  of  care  provided 
in  VA  long-term  nursing  homes  and  intermediate-care  units  varies 
from  custodial  (in  over  half  the  intermediate-care  units)  to  excellent 
(in  a  few  nursing-home  units).    The  VA  nursing-home  units  as  a  whole 
compare  very  favorably  with  a  non-VA  benchmark  of  adequate  nursing-home 
care.     However,  even  the  best  intermediate-care  units  provide  only 
minimal  care.     The  reason  is  attributable — at  least  in  part — to  staffing 
in  relation  to  workload:     the  intermediate-care  units  are  relatively 
understaffed  in  comparison  with  both  the  benchmark  of  minimal  care 
and  the  VA  nursing-home  units. 

There  is  very  large  variation  in  the  adequacy  of  staffing  in  the  VA 
nursing  homes  and  intermediate-care  units.    Evidently,  the  resource- 
allocation  criteria  are  not  sufficiently  sensitive  to  differences 
in  patient-care  requirements.    The  patient  mix  (i.e.,  need  for  nursing 
care)  varies  considerably  among  intermediate-care  units  and  among 
nursing-home  units,  but  the  staffing  differences  do  not  reflect 
the  differences  in  workload. 

The  quality  of  care  in  community  nursing  homes  in  which  veterans 
are  placed  on  contract  is  generally  inferior  to  that  in  the  VA 
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nursing-home-care  units.     However,  the  community  nursing  homes  with 
which  the  VA  contracts  generally  represent  a  superior  quality  of  care 
within  the  community. 

The  impression  gained  from  some  of  the  existing  evaluative  studies 
and  public  testimony  is  that  a  much  greater  proportion  of  the  long-term 
care  outside  the  VA  than  is  found  in  the  VA  is  similar  to  that  provided 
in  the  benchmark  of  inferior  care.  Even  considering  the  less-than-minimal 
care  being  provided  in  some  of  the  intermediate-care  units,  the  overall 
quality  of  the  long-term  care  provided  by  the  VA  is  usually  acceptable — 
superior  to  a  great  amount  of  the  care  provided  outside  the  VA.  Still, 
the  long-term  care  provided  by  the  VA  is  generally  not  excellent. 
Very  few  of  the  VA's  long-term-care  units  provide  excellent  care, 
and  a  substantial  number  provide  only  custodial  care. 

When  looked  at  in  terms  of  the  needs  of  long-term-care  patients, 
very  few  institutions  either  in  the  VA  or  in  the  country  at  large 
are  doing  very  well  in  meeting  the  needs  of  geriatric  patients. 


CHAPTER  15.     DOMICILIARY  CAR! 


The  Committee  undertook  its  assessment  of  the  VA's  domiciliary- 
care  program  with  some  uncertainty  as  to  whether  it  is  a  housing 
and  social  program  or  a  medically-oriented  rehabilitation  program. 
The  VA  describes  it  as  rehabilitative  in  orientation,  but  the 
Committee  launched  its  review  with  no  preconceived  conviction 
regarding  its  mission. 

Domiciliary  care  originated  in  1866,  when  the  Congress  established 
11  National  Homes  for  Disabled  Volunteer  Soldiers.  The  Homes  provided 
congregate  quarters  for  veterans  whose  war  injuries  prevented  them  from 
earning  a  living  .U     The  law  defined  a  domiciliary  as  "an  institution 
which  provides  a  home — bed,  board  and  incidental  medical  care. "2/ 
"The  purpose  was  to  provide  a  place  where  veterans  could  obtain  shelter 
and  comfort  with  others  of  their  own  kind  and  thus  spend  their  last 
years  in  as  happy  a  situation  as  possible. "3/    The  basic  eligibility 
criterion,  service  in  the  military,  was  coupled  with  inability  to 
earn  a  livelihood .4/ 

In  1887,  the  domiciliar ies  were  opened  to  any  indigent  veteran  who 
was  disabled  and  unable  to  earn  a  living.     The  new  lav  did  not  distinguish 
between  disabilities  incurred  in  military  service  and  disabilities 
incurred  in  civilian  life. 

Until  1930,  the  provision  of  medical  care  was  incidental  to  the 
prime  function  of  the  National  Homes  as  residences.     However,  the 
1930  law  that  created  the  VA  required  the  VA  to  segregate  "hospital 
cases  from  domiciliary  ones  and  aid  in  removing  men"  to  hospitals 
when  the  primary  need  of  the  patient  was  for  medical  attention. _5/ 
At  the  same  time,  the  domiciliary  program  was  redefined  as  a  medical 
program  to  provide  either  convalescent,  rehabilitative,  or  custodial 
care . 

In  1955,  new  admission  criteria  restricted  domiciliary  care  to 
ambulatory  veterans  who  were  self-sufficient  in  the  activities  of 
daily  living.     The  criteria  were  designed  to  guide  an  examining 
physician  in  deciding  whether  a  domiciliary  or  a  hospital  would 
better  meet  the  requirements  of  an  applicant  for  care. 6/    These  changes 
had  the  effect  of  defining  the  domiciliary  program  once  again  as 
a  residency  program. 
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In  1967,  the  VA  outlined  its  contemporary  attitude  regarding 
domiciliates  in  terms  that  suggested  that  the  program  had  medical,  as 
well  as  residential,  objectives: 

Veterans  who  are  unable  to  cope  with  circumstances  and 
need  to  retire  from  society  into  a  way  of  life  in  which 
others  will  take  care  of  them  should  be  admitted  to  a 
domiciliary  to  help  them  over  such  periods  whenever  pos- 
sible.    It  has  been  found  that  even  after  veterans  are 
admitted  to  a  domiciliary,  many  can  be  prepared,  given 
their  cooperation,  to  return  to  active  life.     In  this 
way,  the  domiciliary  population  has  been  reduced.  A 
positive  philosophy  of  rehabilitation  rather  than  a 
passive  philosophy  of  "once  in  a  domiciliary,  always 
in  a  domiciliary"  has  been  put  effectively  to  work. 
Every  member  of  a  domiciliary  staff  has  not  only  a 
custodial  function  but  also  a  therapeutic  one,  whether 
direct  or  indirect.    Veterans  Administration  domiciliaries 
are  painted,  furnished,  and  decorated  practically  but 
cheerfully;  diversions  and  hobbies  are  promoted  and 
supported;  and  the  emphasis  upon  home  likeness,  rather 
than  institution  likeness,  is  a  sincere  one.  Full 
consideration  is  given  to  individual  dignity  and 
privacy . 7/ 

The  current  statement  of  purpose  emphasizes  the  domiciliary 
program's  medical  and  rehabilitative  functions: 

The  VA  domiciliary  care  program  is  directed  toward  pro- 
viding medical  and  comprehensive  professional  care  in  a 
residential-type  setting  to  aging  and  disabled  veterans 
who  need  care,  but  neither  hospitalization  nor  skilled 
nursing  home  services.    Both  medicat  and  professional 
care  programs  are  tri-level,  responding  to  the  needs 
of  long-term  residents,  intermittent  residents,  and  those 
requiring  short-term  restorative  services  to  enable  their 
return  to  community  living.     In  addition,  a  number  of 
domiciliaries  offer  alcoholic  rehabilitation  programs 
and  a  variety  of  vocational  training  programs.  During 
the  past  few  years,  emphasis  has  been  placed  on  changing 
the  character  of  the  VA  domiciliary  program  from  that 
of  custodial  care  to  one  of  therapeutic  environment .8/ 


Scope 

Since  1930,  when  the  National  Homes  for  Disabled  Volunteer  Soldiers 
were  placed  under  the  VA,  the  domiciliary  program  has  grown  to  18 
units.     However,  the  number  of  domiciliary  beds  has  decreased  from 
a  high  of  17,949  in  1957  to  the  current  10,310  beds,  representing 
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9%  of  the  total  VA  inpatient  operating  beds.    Despite  the  increase 
in  the  veteran  population,  the  domiciliary  population  has  decreased 
from  an  average  daily  patient  census  of  about  17,000  in  1953  to  the 
fiscal  year  1975  average  daily  patient  census  of  9,181  in  the  18  units. 
In  addition,  the  VA  is  providing  a  partial  subsidy  to  31  states  that 
operate  state  homes  for  veterans.     Thirty-eight  6tate  homes  accommodated 
an  average  census  of  5,800  domiciliary  residents  in  1975.    Less  than 
30%  of  the  residents  in  the  domiciliaries  have  service-connected 
disabilities . 

The  VA  is  providing  more  domiciliary  care  than  is  reported.     On  the 
basis  of  the  findings  of  a  1-day  census  conducted  by  the  Committee 
in  November  1975  in  a  sample  of  VA  psychiatric-bed  sections  in  VA 
general  hospitals,  about  1,500  patients  in  psychiatric  beds  in  general 
hospitals  were  reported  as  receiving  care  that  could  be  characterized 
as  domiciliary  care.     For  psychiatric  hospitals,  the  numbers  are  larger, 
although  difficult  to  estimate  precisely,  because  the  boundaries  between 
domiciliary  care  and  custodial  psychiatric  care  are  not  clear.  The 
estimate  of  patients  receiving  care  of  a  domiciliary  type  in  psychiatric 
beds  was  based  on  the  functional  status  of  the  patients,  the  hospital 
services  that  they  were  receiving,  and  the  judgment  of  the  ward  nurses. 
If  these  patients  are  counted  as  domiciliary-care  patients,  perhaps 
15%  or  more  of  the  VA's  inpatient  census  is  made  up  of  patients  receiving 
domiciliary  care. 

Patient  Characteristics 

The  domiciliaries  appear  to  serve  two  types  of  people:  socially 
marginal  men  who  were  admitted  directly  from  the  community  and  former 
VA  psychiatric  patients.     In  1975,  45%  of  the  admissions  to  domiciliaries 
were  from  the  community,  and  51%  from  VA  hospitals.     Table  15-1  shows 
selected  characteristics  of  veterans  discharged  from  VA  domiciliaries 
in  1973. 

Most  discharges  from  domiciliaries  are  to  "independent  living"  or  to 
a  VA  hospital  or  are  "irregular."    The  term  "irregular"  refers  to  those 
who  leave  without  being  officially  discharged.     In  1975,  one-third 
of  the  discharges  were  irregular. 

The  population  in  a  domiciliary  stays  for  many  years.     The  patients 
counted  in  the  VA's  census  had  stays  averaging  3.6  years  in  1975.  The 
long-stayers  accounted  for  the  overwhelming  proportion  of  the  days 
of  care. 

Of  those  discharged  in  1975,  77%  had  more  than  one  prior  admission 
to  the  same  or  another  domiciliary.    The  effects  of  this  high  readmission 
rate  are  to  shorten  the  calculated  average  stay  and  to  overstate  both 
the  proportion  of  care  consumed  by  the  short-stayers  and  the  actual 
turnover  rate  of  the  domiciliaries.     Because  the  readmission  rate 
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TABLE  15-1 

Selected  Characteristics  of  Veterans  Discharged 
from  VA  Domiciliaries 


Characteristic 


Domiciliary  Discharge  Group 


Age,  years 
Marital  status 


Mean,  60;  median,  55-60 

90%  unmarried 

10%  had  living  spouse 


Income 


36%  income  less  than  $1,000/ 

year  (1973) 
75%  income  less  than  $3,000/ 

year  (1973) 


Health  status  28%  current  diagnosis  of 

alcoholism 
50%  psychiatric  diagnosis 
(other  than  alcoholism) 
as  primary  diagnosis 

SOURCE:     Special  Study  of  VA  Domiciliary  Program,  Internal 
Audit  Service,  Veterans  Administration,  June  1973 


is  so  high,  the  veteran's  actual  use  of  VA  facilities  is  greater  than 
the  reported  average  length  of  stay  of  400  days.  9/, 10/ 


Evaluation  of  the  Domiciliary  Program 

The  Committee  employed  social  workers  to  visit  six  of  the  VA's  18 
domiciliaries  to  evaluate  the  nature  and  quality  of  programs  offered 
and  the  social  climate  provided  the  residents.  In  addition,  two  physicians 
reviewed  the  medical  services  provided  at  two  domiciliaries.  Three 
non-VA  examples  of  living  arrangements  for  ambulatory  elderly  people — 
suggested  by  expert  consultants — were  selected  for  comparison. 


Therapeutic  Program  Board 

Each  domiciliary  has  an  official  committee,  called  a  Therapeutic 
Program  Board  (TPB).     Composed  of  a  variety  of  professionals — 
physicians,  social  workers,  rehabilitation-service  personnel — the 
TPB  is  responsible  for  prescribing  a  treatment  program,  the  domiciliary 1 s 
analogue  of  a  care  plan  for  each  patient  member.     A  patient  member's 
record  is  reviewed  by  the  TPB  at  least  once  every  6  months  at  all 
the  domiciliaries  visited.    At  one  of  the  domiciliaries,  the  patient 
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■ember's  case  is  reviewed  more  often;  but  at  most,  a  pro  forma  review 
is  conducted  in  compliance  with  the  regulations.    The  patient  member 
himself  appears  infrequently  before  the  TPB.    Usually,  his  case  i6 
reviewed  on  the  basis  of  the  written  reports  supplied  by  various  staff 
■embers  and  a  domiciliary  physician.    Only  one  domiciliary  had  split  the 
TPB  into  subunits  that  reviewed  smaller  numbers  of  cases.  In  all  the 
domiciliaries,  the  typical  review  lasts  a  few  minutes.    The  plan 
for  rehabilitation — the  decisions  of  the  TPB — is  recorded  in  the 
patient  member's  file. 

There  is  no  detailed  procedure  to  report  on  the  progress  of  each 
patient  member  at  any  domiciliary.    The  information  supplied  to  the 
Board  for  any  patient  member  typically  covers  his  most  recent  physical 
examination,  his  attendance  record  at  either  prescribed  therapy  sessions 
or  work  assignments,  and  some  indication  of  the  member's  satisfaction 
with  his  current  activities  and  living  arrangements. 

With  the  small  service  staffs  in  the  domiciliaries  and  the  limited 
number  of  possible  therapeutic  assignments  for  patient  members,  the 
Board  cannot  act  in  its  mandated  role  as  a  multidi sciplinary  rehabili- 
tation review  board.     Rather,  it  functions  to  screen  out  the  most 
obviously  misplaced  members  and  to  adjust  work  details  and  activities 
largely  on  the  basis  of  the  members'  wishes. 

For  the  purposes  of  their  current  coordination  function,  the 
Boards  seem  to  be  adequate  in  size  and  composition.  However,  if  the 
active  goals  of  the  domiciliaries  were  to  be  the  rehabilitation  of 
patient  members,  then  more  professionals  with  detailed  knowledge  of 
each  patient  member  would  have  to  be  involved  in  more  frequent  treatment 
decisions  and  in  carrying  out  the  treatment  programs. 

Domiciliary  Medical  Programs 

All  six  sample  domiciliaries  support  separate  medical  and  nursing 
staffs  to  provide  ambulatory  care  to  the  patient  members.    Except  for 
the  one  freestanding  domiciliary,  backup  consultation  and  inpatient 
care  are  provided  at  the  station  hospital. 

At  most  of  the  domiciliaries,  the  medical  office  actively  initiates 
appointments  for  examinations  with  patient  members  when  either  a  physician 
or  a  nurse  believes  they  are  required.    The  medical  offices  maintain 
record  systems  that  permit  the  staffs  to  follow  the  medical  conditions 
of  patient  members.    Most  of  the  medical  offices  periodically  screen 
and  treat  patient  members  for  hypertension  and  diabetes  as  a  minimum. 
One  clinic  periodically  screens  patient  members  for  diabetes  only. 
Some  clinics  run  additional  screening  programs  for  glaucoma.  All 
the  medical  offices  maintain  special  lists  of  patients  whose  medical 
conditions  require  close  surveillance.     Every  patient  member  is  examined 
at  least  once  a  year.    Approximately  10%  of  the  patients  are  in  a 
"retained-drug"  program;  i.e.,  each  dose  of  their  drugs  is  administered 
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by  the  medical  office.    Most  of  these  patients  are  taking  psycho- 
pharmacologic  drugs  and  cannot  be  trusted  to  medicate  themselves.  Most 
patient  members  are  taking  at  least  one  drug  daily.    Daily  sick  calls  are 
held,  and  the  domiciliary  medical  staff  follow  the  conditions  of  all 
patients,  initiate  many  appointments,  maintain  files  of  patient 
members  who  require  special  attention,  periodically  screen  patients, 
and  conduct  general  examinations  at  regular  intervals. 

Two  case  studies  of  the  quality  of  medical  care  were  conducted. 
At  one  site,  the  Committee's  medical  consultant  believed  that  the 
domiciliary  physicians  were  well  qualified  and  that  the  ambulatory 
facilities  and  equipment  were  adequate.    At  the  other,  the  conclusion 
was  that  the  care  provided  was  adequate. 

Backup  consultations  and  inpatient  care  are  provided  to  patient  mem- 
bers at  the  station's  acute  hospital.    None  of  the  visited  domiciliaries 
is  at  a  VA  station  with  a  hospital  that  is  either  moderately  or 
highly  affiliated  with  a  medical  school. 

Staff 

Table  15-2  shows  the  full-time  equivalent  employees  per  domiciliary 
patient  member.    The  domiciliary  medical-service  personnel  are  the  largest 
component  of  the  total  domiciliary  staff;  social  workers  and  psychologists 
are  the  smallest.    The  caseload  for  one  social  worker  is  about  250  patient 
members.    The  caseload  for  psychologists  is  the  same. 

The  total  professional  staff  for  domiciliary  residents  varies  from 
0.02  to  0.07  FTEE  per  patient  member.     The  maximal  level  of  staffing 
provides  2.6  hours  of  professional  contact  per  patient  per  week 
(assuming  a  37.5-hour  week);  the  minimal  level  allows  0.75  hours 
of  professional  contact  per  patient  per  week. 

The  staff  is  obviously  too  small  to  provide  social  rehabilitation  or 
restoration  services  to  all  patient  members.    The  social-service  staffs 
appear  to  select  a  few  patient  members  for  intensive  services  and 
attend  to  other  patients  when  crises  arise. 

Social-Service  Programs 

The  major  programs  at  each  of  the  six  sample  domiciliaires  were 
evaluated  separately.     If  a  domiciliary  did  not  offer  a  service  of 
any  importance — i.e.,  if  too  few  patient  members  were  covered — the 
program  was  not  reviewed.    The  programs  are  discussed  below  in  order 
of  their  size  (number  of  patient  members  who  are  served). 
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Recreation 

All  the  domiciliaries  offer  recreational  services.    These  programs, 
which  appear  to  be  based  on  the  expressed  interests  of  the  residents, 
seem  to  involve  the  greatest  number  of  domiciliary  residents.  They 
also  involve  the  greatest  number  of  volunteers  from  the  community. 
At  some  time  during  the  week,  most  domiciliary  residents  are  involved 
in  at  least  one  recreational  program,  6uch  as  bingo,  movies,  arts 
and  crafts,  a  dance,  a  game  of  pool,  bowling,  or  checkers. 

The  goal  of  the  recreational  program  is  clear:     to  entertain.  Aside 
from  avoiding  boredom,  little  or  no  therapeutic  value  is  attached  to  the 
recreational  services  that  are  offered. 


Incentive  Therapy 

The  incentive-therapy  program  is  designed  to  use  cash  rewards 
(positive  reinforcements)  to  modify  resident  behavior  in  prescribed 
ways.     The  reward  is  to  be  administered  in  controlled  amounts  to 
elicit  a  consistent  behavioral  response.    Rewards  are  scheduled  either 
intermittently  or  in  a  regular  reinforcement  pattern.     The  therapeutic 
assignment  is  to  be  relevant  to  the  individual's  needs,  to  provide 
the  most  sensitive  conditioning  environment  for  each  person. 

In  practice,  the  incentive-therapy  program  does  not  seem  to  operate 
in  this  way.     The  program  is  oriented  primarily  to  rewarding  the  tasks 
necessary  to  maintain  the  orderly  functioning  of  each  institution. 
With  relatively  small  staffs  for  large  resident  populations,  the  primary 
organizational  need  of  the  domiciliary  is  to  maintain  order  and  safety. 
The  incentive-therapy  program  pays  salaries  to  some  patient  members 
to  control  the  behavior  of  other  patient  members.    The  more  capable 
ones  are  paid  small  nominal  salaries  as  "section  leaders"  and  "assistant 
section  leaders"  who  watch  over  the  progress  and  well-being  of  those 
under  their  charge.     Moreover,  jobs  for  patient  members  in  food  service, 
maintenance,  housekeeping,  the  administrative  offices,  etc.,  certainly 
enhance  the  staff's  capability  to  operate  effectively.  Assignments 
typically  last  from  10  to  40  hours  per  week,  and  the  "incentive  payments" 
range  from  $0.05  to  $0.75  per  hour. 

Assignments  appear  to  be  chosen  by  the  domiciliary  staff  with 
greater  regard  for  the  administrative  and  management  needs  of  the 
institutions  than  for  the  needs  for  therapy  or  the  possible  benefits 
that  might  accrue  to  the  patient  members.    The  more  functional  and 
capable  patient  members  are  given  more  responsible  assignments;  the 
less  able  patient  members  are  assigned  "leaf-raking"  jobs.     In  all, 
approximately  30%  of  patient  members  participate  in  the  incentive-therapy 
program,  which  is  operated  at  all  stations.    Participation  ranges 
from  20%  to  approximately  55%.. 
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Occupational  Therapy,  Manual-Arts  Therapy,  and  Arts  and  Crafts 


There  is  some  form  of  occupational  therapy,  manual-arts  therapy, 
or  arts  and  crafts  program  at  each  domiciliary.    At  a  few,  two  or 
more  of  these  programs  are  operated. 

Six  programs  were  reviewed  by  the  Committee's  site  visitors.  One 
was  rated  as  "counterproductive,"  one  did  "not  meet"  its  objectives, 
three  met  "many"  of  their  objectives,  and  one  was  called  an  "excellent" 
program.     By  and  large,  the  arts  and  crafts  programs  were  judged  to 
be  more  successful  than  the  therapy  programs.    This  evaluation  was 
due  largely  to  the  more  modest  goal  of  the  arts  and  crafts  programs 
(i.e.,  entertainment)  than  of  the  therapy  programs  (e.g.,  restoration 
or  maintenance  of  limb  function). 

Approximately  10%  of  patient  members  at  domiciliaries  are  involved 
in  these  kinds  of  programs  at  least  once  each  week. 


Other  Programs 

Eleven  additional  programs  were  reviewed  at  the  domiciliaries:  one 
educational-therapy  program,  two  sobriety-maintenance  programs,  three 
corrective-therapy  programs,  two  volunteer  programs,  and  three  therapeutic- 
services  programs.     Patient  member  participation  in  these  programs 
is  very  low.     Five  of  the  programs  meet  a  "few'1  of  their  objectives, 
four  meet  "many,"  and  two  meet  "all." 

Social  Climate 

The  social  climate  in  VA  domiciliaries  was  assessed  by  considering 
seven  factors:     the  quality  of  the  relationship  between  the  staff  and 
the  patient  members,  the  patient  members'  participation  in  group  life, 
the  social  behavior  of  patient  members,  their  socializing  processes, 
the  appearance  of  patient  members,  the  amenities  available  for  patient 
members,  and  the  condition  of  the  physical  environment.  The  social 
climate  was  judged  adequate  at  three  sites  and  inadequate  at  three 
sites  (on  a  five-step  scale:  poor,  inadequate,  adequate,  good,  and 
excellent) . 

The  staff  and  patient  members  seem  to  interact  with  each  other 
according  to  formal  rules;  the  staff  is  neither  condescending  nor 
patronizing  toward  patient  members.    However,  owing  to  the  large  size 
of  the  institution  and  the  size  of  the  staff,  the  relationship  is 
asymmetric.     Staff  set  the  tone  of  the  domiciliaries,  enforce  rules, 
administer  nonphysical  punishments  (banishment  from  the  domiciliary 
at  the  extreme),  and  distribute  a  variety  of  rewards.    The  general 
attitude  of  staff  toward  the  patient  members  appears  to  be  one  of 
benevolent  paternalism.    The  staff  respond  to  the  needs  of  their 
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charges,  and  the  charges  are  expected  to  conform  to  the  rules  and 
regulations  in  return  for  this  care.    This  relationship  does  not  foster 
independence  of  patient  members.     But,  considering  the  very  small  staff- 
to-patient  ratios,  it  probably  contributes  to  the  maintenance  of  order 
in  the  domici liaries  by  reducing  disruptive  antagonisms  between  staff 
and  patient  members. 

The  domiciliaries  provide  an  austere  living  environment. 
Domiciliary  members  follow  a  rigid  daily  schedule.    There  is  little 
privacy.     The  decidedly  institutional  decor  is  largely  unrelieved 
by  individual  furnishings.     Few  personal  pictures  or  mementos  decorate 
immediate  living  areas  of  patient  members.    A  great  variety  of  products 
are  accessible  in  the  commissaries,  a  diversity  of  activities  and 
equipment  is  available,  transportation  to  the  surrounding  communities 
is  usually  available,  and  there  are  many  opportunities  for  social 
involvement.     But  these  opportunities  are  often  ignored  by  patient 
members.    Domiciliary  staffs  and  therapeutic  staffs  are  too  small 
to  work,  individually  with  patient  members  or  with  small  groups  to 
encourage  greater  participation  in  group  life  or  to  assist  patient 
members  in  taking  advantage  of  the  social  and  recreational  activities. 
The  site  visitors  concluded  that  the  domiciliaries  provide  adequate 
mass  activities,  but  lack  sufficient  staff  to  encourage  individual 
participation . 

Comparison  with  Three  Non-VA  Examples  of  Care 

The  domiciliary  program  was  compared  with  three  examples  of  non-VA 
care  available  to  ambulatory  elderly  people:  a  composite  portrait 
of  single-room-occupancy  hotels  (SROs)  in  New  York  City,  a  home 
for  the  ambulatory  elderly  in  a  luxury  apartment  building  in  Philadelphi 
and  a  large  congregate-living  home  for  retired  military  personnel. 
The  SROs  offer  no  care;  the  other  two  represent  different  models  of 
excellent  care.     The  military  retirement  setting  (MRS)  is  an  excellent 
congregate-living  situation,  and  the  Philadelphia  institution 
'exemplifies  the  excellent  care  that  is  available  for  those  with 
sufficient  income  in  the  private  sector.     Although  the  Philadelphia 
institution  bears  some  marks  of  a  congregate-living  situation  (e.g., 
a  dining  hall),  its  dominant  character  is  not  congregate,  but  individual 
each  resident  or  resident  couple  has  an  apartment,  which  includes 
separate  facilities  for  cooking. 

These  selected  benchmarks  by  no  means  exhaust  the  program  alter- 
natives to  domiciliary  living,  but  they  represent  points  at  opposite 
ends  of  a  continuum  of  quality.    To  sample  the  range  of  alternatives, 
many  more  examples  would  have  to  be  selected  from  among  the  variety 
of  noninstitutional ,  semisheltered ,  sheltered,  and  institutional 
settings . 
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Single-Room-Occupancy  Hotels  in  New  York  City 

Approximately  35,000  people  in  New  York  City  consider  the  many 
low-priced  hotels  to  be  their  permanent  places  of  residence.  These 
hotels,  whose  current  room  charge  is  less  than  $50  a  week,  house  between 
35  and  2,000  people  each. 

The  Department  of  Social  Services  of  the  City  of  New  York  provides  a 
small  program  of  service  in  approximately  25  of  these  hotels.     Staff  from 
the  office  of  the  Director  of  Special  Housing  Services  who  are  familiar 
witn  SROs  were  interviewed  to  obtain  a  composite  portrait  of  living 
conditions  in  them. 

The  SROs  attract  a  socially  marginal  population  of  men  and  women, 
many  of  whom  receive  small  fixed  incomes  from  the  Supplemental  Security 
Income  Program  or  general  assistance.     Some  of  the  occupants  earn  salaries 
as  manual  laborers  and  dishwashers.    Most  of  the  occupants  are  men 
in  their  40s  and  50s;  a  large  number  are  in  their  60s.     The  population 
is  composed  largely  of  former  state-hospital  mental  patients,  dropouts 
from  alcoholism  and  drug-rehabilitation  programs,  ex-convicts,  and 
alcoholics  just  out  of  hospital  detoxification  units — transients  who 
are  too  old  or  infirm  to  roam. 

A  large  portion  of  the  population  has  spent  many  years  in  some 
public  institution,  usually  a  mental  hospital  or  jail.    Many  are 
stabilized  on  some  prescribed  or  illicit  psychopharmacologic  drug. 
The  expectation  is  that  a  large  number  of  SRO  occupants  will  return  to 
a  public  institution  when  they  are  too  disabled  to  care  for  themselves. 

The  residents  are  functionally  isolated  from  the  recreational  and 
social  possibilities  of  the  surrounding  neighborhoods.    There  are  no 
residents  councils  or  tenants  organizations  at  the  SROs,  nor  are 
there  any  institutional  publications.  There  are  no  formal  groups 
in  which  the  men  can  participate.  They  attend  local  movies  or  dances 
infrequently,  do  not  attend  neighborhood  bingo  games,  do  not  belong 
to  any  small  recreation  or  interest  groups,  and,  for  the  most  part, 
do  not  participate  with  each  other  in  such  games  as  cards,  checkers, 
or  chess. 

The  general  condition  of  indoor  areas  is  inadequate.     Most  SROs 
require  extensive  renovation  and  repairs. 

Medical  and  pyschiatric  services  in  the  SROs  are  inadequate. 
Alcoholism  and  its  consequent  conditions  are  the  most  prevalent  and 
serious  disorders.  Many  SRO  residents  suffer  from  a  variety  of  psychoses 
and  chronic  conditions  to  be  expected  in  an  alcoholic  and  aged  population. 
Heroin  addiction  is  common  among  the  younger  residents.  Although  still 
ambulatory,  many  residents  have  some  physical  impairment.  When  needed, 
medical  services  are  provided  in  the  emergency  rooms  of  the  local  public 
hospitals.     SROs  do  not  provide  medical  coverage  to  their  occupants. 
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The  older  men  in  the  SROs  seem  to  share  many  characteristics  with 
patient  members  in  VA  domici liaries .    Many  are  former  mental-hospital 
patients  who  have  continuing  psychiatric  problems.    Many  are  active  or 
former  alcoholics.     Although  both  populations  are  ambulatory,  impairment 
of  mobility  is  fairly  common. 

SROs  in  New  York  City  provide  care  of  lower  quality  to  their 
occupants  than  VA  domi ciliaries  provide  to  patient  members.  They 
provide  no  recreational  or  social  service  programs  and  no  medical 
coverage.     The  facilities  are  usually  deteriorated  and  in  great 
need  of  renovation  or  replacement.     They  are  unsafe  places  in  which 
to  live;  the  weak  and  dependent  are  exploited  by  the  hotel  management 
and  abused  by  the  more  aggressive  and  younger  residents. 

Military  Retirement  Home 

A  large  residence  for  retired  noncommissioned  officers  and  enlisted 
men  was  compared  with  the  VA' s  domiciliary  program.    Admission  to  this 
military  retirement  home  (MRH)  is  earned  as  a  right  of  career  service 
in  the  armed  forces.    The  period  of  stay  is  unrestricted.    The  MRH  is 
chartered  to  provide  eligible  servicemen  with  a  comfortable  retirement  si 
ation  for  as  long  as  they  wish.     Extensive  medical  services  are  available 
on  the  campus.     The  MRH  was  selected  as  an  example  of  superior,  long-term 
congregate-living  care  that  is  rendered  to  a  population  similar  in  age 
to  the  domiciliary ' s  patient  members. 

Many  morbidity  characteristics  are  shared  by  the  MRH's  residents 
and  the  domici liary ' s  patient  members:     the  prevalence  of  alcoholism 
is  high  in  both  groups,  as  are  the  emergent  impairments  of  old  age. 
However,  mental  illness  and  a  consequent  history  of  institutionalization 
are  far  more  common  among  domiciliary  patient  members  than  among  MRH 
residents.    Moreover,  most  MRH  residents  have  been  employed  for  at  least 
20  years,  whereas  a  large  number  of  domiciliary  patient  members  have  had 
very  few  years  of  work.    The  differences  in  work  history  and  prevalence 
of  mental  illness  may  suggest  that  the  MRH  residents  are  more  competent 
and  functionally  independent  than  domiciliary  patient  members.    The  site 
visitors  felt  that  the  MRH  residents  appeared  to  be  more  alert  and 
socially  involved  than  the  domiciliary  patient  members.    Moreover,  a 
large  number  of  MRH  residents  hold  full-time  jobs  in  the  surrounding 
community.    The  mean  age  of  both  groups  is  approximately  61. 

Extensive  medical,  psychiatric,  and  dental  services  are  available 
at  the  MRH  for  both  inpatients  and  outpatients.    Backup  consultations 
and  special  clinics  are  provided  through  a  number  of  affiliated  hospitals 
The  outpatient  department  periodically  calls  in  residents  for  routine 
examinations,  as  well  as  for  special  medical  attention.     The  system, 
however,  is  based  on  demand.    Residents  who  feel  ill  are  expected  to 
attend  sick  call.     By  reputation,  at  least,  the  backup  facilities  provide 
excellent  care. 
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Social  services  are  based  in  the  MRU  hospital,  although  a  variety 
of  workshops  for  arts  and  crafts  are  in  the  living  areas.  The  presumption 
of  the  MRU  is  that  the  residents  are  basically  of  sound  mind  and  body. 
Consequently,  recreational  activities  are  provided  as  diversions  and 
pastimes,  and  extensive  social  services  are  assumed  to  be  unnecessary. 
Residents  who  require  medical  or  psychiatric  assistance  can  draw  on 
the  hospital-based  services. 

Two  major  programs  operate  at  the  MRH:     recreation  and  work  for 
pay.     The  work-for-pay  program  supports  a  dormitory  surveillance  system 
of  "first  sergeants"  that  closely  mirrors  the  "section  leader"  organization 
of  the  domiciliaries .     Both  perform  the  same  surveillance  tasks  and 
supply  personnel  to  all  the  operating  departments  of  the  station: 
dietary,  maintenance,  administration,  etc.    Both  the  domiciliary ' s 
incentive-therapy  program  and  the  MRH  work-for-pay  program  assert 
that  they  have  a  therapeutic  value.    However,  the  behavior-modification 
goals  of  the  domiciliaries  appear  to  be  unmet,  whereas  the  MRH  asserts 
that  the  therapeutic  outcome  derives  from  the  "sense  of  dignity"  provided 
by  the  work.     The  work  in  the  MRH  is  viewed  as  "honorable  and  useful," 
and  the  workers  appear  to  be  thankful  for  an  opportunity  to  "pay  back" 
something  to  the  MRH.    The  work-for-pay  program,  in  fact,  seems  to 
contribute  to  the  sense  of  community  at  the  MRH.    Both  programs  subsidize 
indigent  members.    The  subsidy  returned  to  the  institution  by  people 
performing  tasks  at  wages  below  market  value  appears  to  be  much  greater 
in  the  MRH.     Many  of  the  tasks  performed  at  nominal  wages  in  the  MRH 
draw  on  the  expertise  of  skilled  resident  technicians:  electricians, 
bakers,  plumbers,  etc.     The  work  performed  at  nominal  wages  in  domi- 
ciliaries requires  much  less  skill,  usually  involving  unskilled  workers 
for  sweeping,  cleaning,  escorting,  etc.     Approximately  15%  of  the 
active  residents  participate  in  the  program  in  the  MRH;  75%  of  them 
work  a  40-hour  week. 

The  social  climate  in  the  MRH  was  judged  to  be  "excellent"  by  the 
site  visitors;  the  social  climate  in  the  VA's  domiciliaries  was  judged  to 
be  either  adequate  or  inadequate  (on  a  five-step  scale:  poor,  inadequate, 
adequate,  good,  and  excellent).  The  MRH  improved  on  the  basic  elements 
of  the  domiciliary ' s  social  climate.  Its  interior  decor  was  excellent, 
privacy  was  afforded  residents  in  all  areas,  and  much  greater  choice 
was  given  to  the  residents  (except  in  room  selection). 

Much  more  opportunity  for  recreation  and  social  participation  was 
available  to  MRH  residents  than  to  domiciliary  patient  members.  The 
residents  seemed  to  make  great  use  of  the  facility — equipment  and 
activity  areas  were  well  used.     It  is  not  clear  whether  the  extensive 
use  of  facilities  can  be  attributed  to  the  gregariousness  of  military 
retirees,  an  excellent  staff,  an  inviting  setting,  or  a  combination 
of  these.    But  it  was  quite  apparent  to  the  site  visitors  that  a  great 
many  residents  are  involved  in  many  activities  that  they  seem  to  enjoy. 
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Private  Retirement  Home 

The  Philadelphia  institution  is  an  urban  retirement  community 
contained  within  two  high-rise  apartment  buildings.  It  can  accommodate 
518  people  in  400  efficiencies  and  59  one-bedroom  apartments.  One 
floor  containing  34  units  is  reserved  for  ambulatory  residents  who 
need  some  nursing  supervision.  The  buildings  are  adjacent  to,  and 
under  the  auspices  of,  the  city's  geriatric  center.  The  apartments 
and  services  are  arranged  for  the  convenience  of  an  ambulatory, 
although  very  aged,  population;  the  location  of  many  apartments 
in  only  two  buildings  allows  for  many  service  efficiencies.  Residential 
privacy  is  ensured  by  the  separate  apartments. 

The  residents  are  in  their  80s;  two-thirds  are  women.     The  services 
are  designed  for  residents  who  are  presumed  to  be  well  for  their  age  and 
need  only  to  be  relieved  of  tiresome  household  chores.    Besides  serving 
two  meals  a  day  in  a  common  dining  room  and  offering  housekeeping 
services,  the  management  conducts  an  extensive  recreation  program. 
Moreover,  physicians  and  nurses  provide  ambulatory  health  care  in 
a  small  day  clinic  in  one  of  the  high-rise  buildings.  Backup  care 
is  provided  through  the  neighboring  geriatric  center.  At  the  onset 
of  either  unmanageable  physical  problems  or  senility,  the  residents 
have  priority  in  being  admitted  to  the  nursing  home  and  long-term-care 
hospital  in  the  geriatric  center. 

Most  residents  have  families  and  maintain  close  ties  with  their 
children  and  grandchildren.  The  buildings  are  open.  The  rules  of  conduct 
and  procedure  are  spelled  out  in  a  lease,  which  also  specifies  the  rent 
and  the  services  that  are  to  be  provided.  The  relationship,  therefore, 
between  the  residents  and  the  staff  is  bound  by  the  legal  protections 
of  the  tenancy.    The  residents  are  not  the  inmates  of  a  staff-controlled 
institution;  they  are  the  legal  occupants  of  apartments  in  a  community 
that  is  obligated,  by  contract,  to  provide  specific  services. 

The  site  visitors  felt  that  this  institution  provides  an  adequate 
care  program  for  its  tenants.    The  relationship  betwen  the  social-service 
6taff,  which  also  represents  management,  and  the  residents,  who  are 
also  legal  tenants,  is  warm  and  respectful.    The  social  climate  is 
excellent  from  the  points  of  view  of  the  amenities  (e.g.,  privacy) 
and  the  physical  environment . 

Summary  of  Findings 

The  VA  domiciliary  population  does  not  appear  to  contain  many  able- 
bodied  men.  The  population  has  a  mean  age  of  60  years;  many  are  infirm, 
unmarried,  and  disaffiliated  from  society.  For  most  patient  members, 
the  rehabilitation  potential  is  low;  only  a  small  fraction  appear 
to  benefit  from  a  variety  of  rehabilitation  efforts.  The  number 
of  patients  domiciled  in  the  VA  is  considerably  more  than  the  number 
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occupying  beds  in  domi ciliaries ,  in  that  several  thousand  patients 
in  psychiatric  beds  appear  to  be  comparable  with  those  in 
domi ciliaries . 

VA-subsidized  state-operated  domiciliaries  accommodated  an  average 
census  of  5,800  in  1975 — 60%  of  the  number  in  VA  domiciliaries. 

hany  of  the  patient  members  have  a  history  of  chronic  illness, 
especially  alcoholism  and  mental  disease.  They  remain  in  the  domicili- 
aries for  long  periods. 

The  programs  of  the  domiciliaries  are  residential,  rather  than 
rehabilitative.     The  two  case  studies  conducted  of  the  medical  service 
revealed  the  service  adequate.     Tne  individual  programs  directed  toward 
rehabilitation  are  too  few  and  too  thinly  staffed  to  be  effective  in 
reaching  their  avowed  goals.     The  social  climate  of  the  domiciliaries 
reflects  an  institutional  pattern  of  formal  behaviorj  best  described 
as  benevolent  paternalism,  and  rated  as  inadequate  to  adequate  by 
the  site  visitors.     In  comparison  with  three  other  settings,  domiciliary 
life  is  distinctly  higher  in  quality  than  one,  and  inferior  to 
the  other  two. 

The  domiciliaries  provide  austere  homes  for  a  disaffiliated,  infirm 
population  of  men. 


CHAPTER  16.     AFFILIATION  OF  VA  HOSPITALS  WITH  MEDICAL  SCHOOLS 


The  VA  reported  that  on  June  30,  1975,  122  of  its  hospitals  and  27 
of  its  outpatient  clinics  were  participating  in  close  "dean's  committee" 
affiliation  relationships  with  98  medical  schools. iy    Moreover,  it  reported 
that  each  of  its  171  hospitals  W3S  affilia-ted  with  at  least  one  health- 
professions  or  -occupations  school  or  training  program.    The  affiliation 
relationships  of  VA  hospitals  are  summarized  in  Table  16-1. 

TABLE  16-1 

VA  Affiliation  Relationships,  by  Type  of  Institution 

No.  Affiliated      No.  Affiliated 


Educational  Institution  or  Program 

VA  Hospitals 

Schools 

Medical  school 

122 

98 

Dental  school 

72 

57 

Nursing  school 

157 

390 

School  of  pharmacy 

51 

63 

School  of  social  work 

144 

105 

Other  health-professions 

171 

899 

or  -occupations  program 


SOURCE:     VA  Annual  Report,  1975 

Tne  number  of  affiliations  with  the  health-professions  schools  and 
training  programs  other  than  medical  schools  is  very  large  and  undoubtedly 
merits  careful  study.     However,  constraints  on  time  and  resources  made 
it  necessary  for  the  Committee  to  limit  its  study  to  the  relationships 
between  the  VA  hospitals  and  the  medical  schools,  because  the  schools 
supply  a  significant  portion  of  the  physician  staff  in  many  VA  hospitals. 
Only  36%  of  the  VA's  physicians  are  full-time,  and  a  very  large  fraction 
of  the  part-time  attending  staff  and  almost  all  the  residents  are  available 
as  a  result  of  the  affiliation  relationships  with  medical  schools.  By 
contrast,  the  VA  does  not  depend  on  its  affiliation  relationships  with 
other  health-professions  schools  for  hospital  staff. 

The  affiliation  relationships  with  medical  schools  vary  in  extent  and 
complexity,  but  the  Committee  decided  to  limit  its  analysis  to  two  aspects 
of  affiliation:     the  extent  to  which  the  VA  depends  on  medical  schools  for 
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physicians,  and  the  extent  to  which  medical  6chool6  depend  on  VA  hospitals 
to  carry  out  their  educational  programs. 


Background 

At  the  end  of  World  War  II,  two  leaders  of  the  VA  hospital  system — 
Gen.  Paul  Hawley  and  Dr.  Paul  Magnuson— concluded  that  it  was  essential 
to  associate  the  VA  hospitals  with  medical  schools  to  enable  the  VA  to 
deliver  high-quality  medical  care  to  veterans.     In  the  1920s  and  1930s, 
the  VA  hospital  system  had  become  increasingly  isolated  from  the  profes- 
sional medical  community,  and  the  proposed  association  with  medical  school 
was  conceived  as  a  practical  way  to  overcome  rapidly  the  effects  of  the 
VA's  prolonged  professional  isolation. 

The  concept  of  affiliating  VA  hospitals  with  medical  schools  was 
proposed  by  Dr.  Magnuson  and  Gen.  Hawley  in  letters  to  the  medical  schools 
in  late  1945,  just  before  the  enactment  of  Public  Law  79-293,  which 
established  the  Department  of  Medicine  and  Surgery  and  contained  the 
authorities  for  the  affiliation  relationships.     PL  79-293  was  signed 
on  January  3,  1946.     On  January  30,  the  VA  issued  Policy  Memorandum 
No.  2,  "Policy  on  Association  of  Veterans'  Hospitals  with  Medical 
Schools."^/    Tnis  document  stated  the  purposes  of  the  relationship  and 
specified  the  roles  and  responsibilities  of  the  principal  parties  in 
the  VA  and  the  schools  of  medicine — i.e.,  the  hospital  directors,  the 
chiefs  of  service,  the  part-time  attending  staff,  and  the  consultants. 
Although  many  circumstances  have  changed  in  the  31  years  since  Policy 
Memorandum  No.  2  was  issued,  its  major  concepts  are  still  considered 
valid  by  the  VA  Central  Office. 

The  VA  was  interested  mainly  in  acquiring  qualified  physicians  to 
handle  a  major  increase  in  its  patient-care  responsibilities— particularly 
with  respect  to  patients  with  World  War  II  service-connected  injuries. 
The  goal  of  the  medical  schools  initially  was  to  expand  residency  training 
to  accommodate  the  postwar  demand  from  thousands  of  physicians  who  had 
gone  into  the  uniformed  services  during  the  war  without  specialty  training 

The  relationships  developed  rapidly.     During  fiscal  year  1945,  the 
year  preceding  tne  initiation  of  the  affiliation  relationships,  there 
was  an  average  daily  patient  census  of  64,300  in  97  VA  hospitals. 3/  On 
June  30,  1945,  the  VA  employed  2,300  full-time  physicians,  225  consultants 
and  almost  4,500  nurses. 4/    Three  years  later,  in  fiscal  year  1948,  the 
average  daily  patient  census  had  risen  to  92,900  in  125  VA  hospitals— a 
44%  increase. 5/    On  June  30,  1948,  about  2  years  after  the  affiliation 
program  was  sFarted,  there  were  3,500  full-time  physicians  and  11,100 
nurses — increases  of  522  and  1472,  respectively,  in  the  3-year  period. 
In  addition,  there  were  2,000  part-time  physicians,  700  consultants  or 
attending  physicians,  and  2,000  residents. 6/  7/ 
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In  1948,  there  were  72  accredited  4-year  medical  schools  and  two  new 
schools  being  developed  in  the  United  States.     Of  the  total,  58  were 
affiliated  and  were  guiding  residency  programs  in  68  VA  hospitals. 8/  Few 
of  the  16  unaffiliated  medical  schools  were  near  VA  hospitals.  — 

Once  authorized,  graduate  medical  education  in  the  VA  grew  rapidly. 
In  1945,  there  were  8,930  approved  residency  positions  in  the  country; 
by  1948,  the  number  had  almost  doubled,  increasing  to  17,293.9/  About 
2,000  of  the  increase  of  8,400  (242)  were  in  VA  hospitals,  and  the  VA 
was  providing  about  122  of  the  residencies  available  throughout  the  country. 

Graduate  medical  education — residency  training — was  explicitly 
authorized  in  PL  79-293  and  in  VA  Policy  Memorandum  No.  2.  Neither 
document  authorizes  training  of  undergraduate  medical  students  in  VA 
hospitals.    Nevertheless,  as  early  as  1946,  several  medical  schools  began 
to  send  medical  students  to  VA  hospitals  for  clinical  clerkships . 10/ 
The  practice  was  officially  approved  by  the  agency  in  1948,  when  Tt  was 
reported  to  be  taking  place  in  about  20  VA  hospitals  with  dean's  committees. 
The  use  of  VA  hospitals  and  patients  for  clinical  training  of  medical 
students  has  since  grown  tremendously. 

Tne  dean's  committees,  which  were  established  by  Policy  Memorandum 
No.  2,  were  a  unique  administrative  invention.     The  committees  are  composed 
of  senior  medical-school  faculty  members  who  are  nominated  by  the  dean(s) 
of  the  medical  school(s)  affiliated  with  a  VA  hospital  and  appointed  by 
the  chief  medical  director.    An  official  VA  document  11/  specifies  the 
following  functions  for  a  dean's  committee.  It: 

(a)  Cooperates  with  VA  personnel  in  establishing  medical 
residency  programs  and  in  determining  their  scope,  organization, 
standards  of  performance,  and  the  adequacy  of  facilities. 

(b)  Upon  advice  of  concurrence  between  appropriate  chiefs 
of  service  in  both  the  medical  school  and  the  VA  hospital, 
nominates  to  the  Director  candidates  for  graduate  education 
and  training  in  the  various  medical  specialties. 

(c)  Selects  and  nominates  to  the  Director  the  attending 
and  consulting  staff,  and,  in  collaboration  with  the  Director 
or  Chief  of  Staff,  recommends  their  schedule  of  attendance  at 
the  station. 

(d)  Collaborates  with  the  Director,  Chief  of  Staff,  or 
Chiefs  of  Service  in  the  supervision  of  their  residents  and  in 
supervising  the  activities  of  the  attending  and  consulting 
staff. 

(e)  Assumes  responsibility  for  the  standards  of... medical 
research  activities.... 

(f)  Nominates  to  the  Director  full-time  and  regular  part- 
time  physicians  of  the  professional  staffs  of  the  hospital, 
including  the  chiefs  of  service. 
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The  term  "affiliation"  has  no  operational  definition  in  the  VA.     If  a 
dean' 6  committee  has  been  established  to  cover  any  association  between  a 
VA  hospital  and  a  medical  school,  the  hospital  is  considered  "affiliated," 
irrespective  of  the  extent  of  the  relationship.     In  fact,  these  relation- 
ships vary  from  minor  to  heavy  mutual  dependence  in  all  major  clinical  ser- 
vices . 

In  the  three  decades  that  have  elapsed  since  the  initiation  of  the 
affiliation  relationships  between  VA  hospitals  and  medical  schools,  a 
number  of  developments  affecting  both  the  medical  schools  and  the  VA 
hospitals  have  tended  to  increase  their  interdependence: 

•  VA  construction  policies  starting  in  the  1950s  tended  to  favor 
locating  most  new  or  replacement  hospitals  so  as  to  facilitate  close 
affiliation  relationships  with  medical  schools.    Conversely,  as  new 
medical  schools  were  planned,  the  actual  or  planned  locations  of  VA 
hospitals  sometimes  influenced  the  location  of  the  schools. 

•  The  growth  of  the  National  Institutes  of  Health  extramural- 
research  and  training-grant  programs,  which  increased  from  less  than  $5 
million  in  1945  to  more  than  $1  billion  in  the  mid-1960s,  had  a  tremendous 
impact  on  the  medical  schools.     It  stimulated  a  large  increase  in  their 
total  faculty,  increased  the  proportion  of  full-time  research-oriented 
clinical  faculty,  and  produced  great  growth  in  knowledge  and  in  new  medical 
technology,  which,  in  "turn,  stimulated  the  growth  in  subspecialty  medicine. 
The  VA  hospitals  often  were  in  the  vanguard  in  acquiring  new  equipment, 
and  they  offered  the  medical  schools  teaching  patients  who  required  the 
services,  space  (including  scarce  research  space)  for  additional  clinical 
faculty,  research  funds,  access  to  patients  for  clinical  research,  and 
opportunities  to  finance  expansion  of  faculty  and  medical-education  programs. 

•  Many  new  medical  schools  were  started  in  the  1950s,  1960s,  and 
1970s.     Starting  in  the  mid-1960s,  there  was  also  a  major  expansion  in 
the  enrollment  of  medical  students  in  existing  medical  schools  as  well, 
stimulated  in  part  by  federal  subsidies  authorized  by  the  Health  Professions 
Educational  Assistance  Act.    Today,  almost  60,000  undergraduate  medical 
students  are  enrolled  in  117  medical  schools,  compared  with  fewer  than 
20,000  medical  students  in  78  schools  (six  of  which  were  2-year  schools 

of  basic  medical  sciences)  in  1945.     Graduate  medical  education  grew  from 
8,900  residencies  in  1945  to  52,700  filled  residency  positions  in  1975 . 12/ 
The  requirements  for  teaching  beds  thus  expanded  tremendously.  These 
developments  increased  the  dependence  of  many  medical  schools  on  the  VA. 
Today,  some  medical  schools  might  be  forced  to  reduce  medical-student 
enrollment  if  their  access  to  VA  teaching  patients  were  discontinued. 

•  The  growth  of  health  insurance  and  government  financing  programs 
reduced  the  numbers  of  patients  readily  available  for  teaching  medical 
students  in  voluntary  nonprofit  hospitals.    Most  teaching  patients  in 
private  hospitals  had  been  public-charge  (i.e.,  "free-care")  patients. 
Under  private  insurance,  Medicare,  and  Medicaid,  many  of  these  patients 
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were  able  to  choose  a  physician  and  became  "private"  patients  and — at 
least  in  some  hospitals — less  accessible  for  teaching  purposes.  Medicare 
provided  health  insurance  and  therefore  access  to  private  health-care 
providers  to  some  veterans  65  or  over  who  previously  had  to  rely  on  the 
VA.    The  former  effect  increased  the  interest  of  medical  schools  in 
affiliation  with  VA  hospitals,  because  the  patients  were  available  for 
teaching;  and  the  latter  effect  tended  to  reduce  the  numbers  of  acutely 
ill  patients  using  VA  hospitals. 

Dependence  Relationships 

The  Committee  inquired  into  two  facets  of  the  affiliation  relation- 
ships: the  dependence  of  VA  hospitals  on  medical  schools  for  physician 
staff  to  provide  care  to  patients  on  the  three  major  bed  sections  of 
medicine,  surgery,  and  psychiatry;  and  the  dependence  of  medical  schools 
on  VA  hospitals  for  providing  medical  students  with  opportunities  to  serve 
their  required  clinical  clerkships  in  medicine,  surgery,  and  psychiatry. 
The  dependence  of  a  VA  clinical  service  on  its  counterpart  medical-school 
department  was  measured  by  the  proportion  of  the  total  physician  staff 
(FTEE) ,  including  residents,  working  on  that  clinical  service  whose  presence 
could  be  attributed  directly  to  the  affiliation  relationship.    These  are 
primarily  residents  in  affiliated  programs  and  staff  physicians  who  receive 
part  of  their  income  from  the  medical  school.     Four  dependence  categories 
were  established: 

•  High  dependence:    more  than  662  of  total  physician  FTEEs  in  a 
VA  clinical  service  are  attibutable  to  the  counterpart  medical-school 
department . 

•  Moderate  dependence:     34-662  of  physician  FTEEs  are  attributable 
to  the  medical-school  department. 

•  Low  dependence :     5-33%  of  physician  FTEEs  are  attributable  to 
the  medical-school  department. 

•  No  dependence:     less  than  52  of  physician  FTEEs  are  attributable 
to  the  medical-school  department . 

The  dependence  of  a  medical-school  department  on  the  counterpart  VA 
clinical  service  was  measured  by  the  proportion  of  all  required  student- 
weeks  of  clinical  clerkships  provided  in  the  VA.    Four  dependence  categories 
were  defined: 

•  High  dependence:    more  than  352  of  required  student-weeks  of 
clinical  clerkships  for  which  the  medical-school  department  is  responsible 
are  taught  in  the  VA. 

•  Moderate  dependence:  20-352  of  required  student-weeks  of  clinical 
clerkships  are  taught  in  the  VA. 
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•  Low  dependence:     5-19%  of  required  student-weeks  of  clinical 
clerkships  are  taught  in  the  VA. 

•  No  dependence:     less  than  5%  of  required  student-weeks  of 
clinical  clerkships  are  taught  in  the  VA. 

These  two  dependence  measures  were  computed  for  each  affiliated 
taedical,  surgical,  and  psychiatric  service  in  each  affiliated  VA  hospital 
and  for  their  counterpart  departments  in  the  medical  schools.     Data  were 
obtained  from  a  mail  survey  of  all  the  VA  hospitals  listed  by  the  VA 
Central  Office  as  affiliated . 13/    The  response  rate  was  100%. 

The  findings  are  not  in  accord  with  the  statement  in  the  fiscal 
year  1975  VA  Annual  Report  that,  "at  the  conclusion  of  FY-1975,  there 
were  122  VA  hospitals ...  participating  in  close  Dean's  Committee  affili- 
ations with  98  medical  schools...."    Twenty-seven  hospitals  (of  the  122) 
evidently  have  only  paper  affiliations,  in  that  they  do  not  report  having 
residents  from  the  medical  schools,  medical  students,  or  physician  staff 
who  received  any  funds  from  the  medical  schools.    Two  more  had  only  a 
token  relationship — less  than  5%  dependence  in  one  direction  and  on  one 
clinical  service.     Of  the  remaining  93  hospitals,  five  have  a  low  dependenc 
relationship  in  at  least  one  direction  in  medicine  only,  five  others  in 
surgery  only,  and  another  five  in  psychiatry  only.    That  leaves  78 
hospitals,  65  of  which  have  either  one-way  or  two-way  dependencies 
in  medicine,  surgery,  and  psychiatry;  10  in  medicine  and  surgery  only; 
two  in  surgery  and  psychiatry  only;  and  one  in  medicine  and  psychiatry 
only.     The  93  hospitals  have  these  relationships  (i.e.,  are  affiliated) 
with  86  medical  schools.  Six  of  the  hospitals  have  affiliation  agreements 
with  two  medical  schools  each,  and  two  hospitals  are  affiliated  with 
three  medical  schools  each.     Twelve  schools  are  affiliated  with  two  or 
more  VA  hospitals. 

Dependence  of  VA  Hospitals  on  Medical  Schools 

Table  16-2  summarizes  the  extent  to  which  the  VA  depended  on  the 
medical  schools  for  physician  staff  in  fiscal  year  1975. 

TABLE  16-2 

VA  Hospital  Dependence  on  Medical  Schools,  by  Clinical  Services,  FY  1975 
 No.  VA  Hospitals  


Dependence 


Service 

High 

Moderate 

Low 

Total 

No  Dependence 

Medicine 

47 

15 

19 

81 

80 

Surgery 

65 

10 

6 

81 

62 

Psychiatry 

32 

23 

17 

72 

49 

SOURCE:     NAS  survey  of  VA  hospitals 
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Most  of  the  clinical  services  that  depended  on  medical  schools  for 
physicians  relied  on  residents  to  provide  some  of  the  patient  care.  The 
extent  of  reliance  on  residents  is  shown  in  Table  16-3. 

TABLE  16-3 

Proportion  of  Total  Physician  FTEEs  Provided  by  Residents 
in  VA  Affiliated  Services,  by  Service 

 No.  VA  Hospitals  

Fraction  of  FTEE  who  are  Residents 


Less 

More 

0%  (No 

than 

34%- 

than 

Service 

Residents 

34% 

66% 

66% 

Total 

Medicine 

9 

4 

51 

17 

72 

Surgery 

1 

4 

49 

27 

80 

Psychiatry 

14 

32 

21 

5 

58 

SOURCE:     NAS  survey  of  VA  hospitals 


The  services  with  residents  making  up  part  of  their  physician  staff 
were  responsible  for  large  amounts  of  the  inpatient  care  provided  by  the 
VA  in  fiscal  year  1975,  as  shown  in  Table  16-4.     The  VA  is  particularly 
dependent  on  residents — and  therefore  on  the  affiliated  medical  schools — 
for  staffing  its  medical  and  surgical  services.     Surgical  residents  per- 
formed 79%  of  all  the  operations  performed  in  VA  hospitals  in  fiscal  year 
1975.14/ 

TABLE  16-4 

Beds  "Covered"  and  Patients  Treated  by  Residents  in  VA 
Hospitals  on  Services  Staffed  by  Residents,  1975 

Beds  Covered  by  Residents    Patients  Treated  by  Residents 
Service  No.  %  of  Total  No^  %  of  Total 

Medicine  23,554         53  438,717  74 

Surgery  15,286         77  270,912  81 

Psychiatry  12,223         41  93,064  49 

SOURCE:     NAS  survey  of  VA  hospitals 

In  fiscal  year  1975,  a  total  of  7,151  residencies  were  filled  in 
85  VA  hospitals.    There  were  4,196  residencies  in  internal  medicine,  2,344 
in  surgery  (including  all  surgical  subspecialties  except  gynecology),  and 
611  in  psychiatry.  VA  hospitals  thus  provided  38%  of  the  total  of  11,024 
filled  residency  positions  in  internal  medicine  in  the  United  States  in 
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the  1974-1975  academic  year,  162  of  the  14,396  filled  residencies  in 
surgery,  and  142  of  the  4,370  filled  residencies  in  psychiatry . 15/ 
The  number  of  residents  who  worked  in  VA  hospitals  that  year  was 
much  higher  than  the  number  of  residency  positions  in  the  VA,  inasmuch 
as  many  residents  are  in  mul tihospital  training  programs  and  serve 
rotation  assignments  in  each  of  the  hospitals.     The  85  hospitals  with 
residents  had  coverage  by  service  as  listed  in  Table  16-5. 


TABLE  16-5 
Residencies  in  VA  Hospitals,  by  Service 
No.  VA  Hospitals 


Services  with  Residents  General  Psychiatric' 


Medicine,  surgery,  and  psychiatry  55  0 

Medicine  and  surgery  only  16  0 

Medicine  only  2  0 

Surgery  only  8  0 

Surgery  and  psychiatry  only  0  1 

Psychiatry  only  0  3 

Total  81  4 


SOURCE:     HAS  survey  of  VA  hospitals 


Dependence  of  Medical  Schools  on  VA  Hospitals 

Table  16-6  summarizes  the  dependence  of  medical  schools  on  VA 
clinical  services  for  providing  required  clinical  clerkship  training 
to  medical  students. 

TABLE  16-6 

Medical-School  Dependence  on  VA  Clinical  Services  for  Provision 
of  Required  Clinical  Clerkships,  by  Service 


No.  of  Clinical  Services 


Service 

Dependenc 

e  of  Medical 

-School 

Department 

No  Dependence 

High 

Moderate 

Low 

Total 

Medicine 

25 

16 

16 

57 

104 

Surgery 

6 

10 

36 

52 

91 

Psychiatry 

9 

13 

17 

39 

82 

SOURCE:     NAS  survey  of  VA  hospitals 
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The  numbers  of  clinical  services  in  which  there  i6  high  or  moderate 
dependence  of  the  medical  schools  on  the  VA  are  smaller  than  the  numbers 
in  which  the  VA  is  moderately  or  heavily  dependent  on  the  medical  schools. 
Even  so,  some  25  academic  departments  of  medicine  are  heavily  dependent 
on  VA  hospitals  for  required  clinical  clerkships,  and  another  16  are 
moderately  dependent.     In  total,  one-third  of  all  U.S.  medical  schools 
are  moderately  or  highly  dependent  on  VA  hospitals  for  clinical  clerkships 
in  medicine.     In  surgery,  the  dependence  of  the  medical  schools  on  the  VA 
for  clinical  clerkships  is  less:     six  are  highly  dependent  on  VA  hospitals, 
and  10  moderately  dependent.     The  dependence  in  psychiatry  is  likewise  not 
so  extensive  as  in  medicine:     nine  medical  schools  are  highly  dependent  and 
13  moderately  dependent  on  VA  hospitals  for  required  clinical  clerkships. 
In  all,  12,188  required  clinical  clerkships  and  5,463  elective  clerkships 
were  served  in  medicine,  surgery,  and  psychiatry  in  VA  hospitals  in 
fiscal  year  1975. 


Mutual  Dependence 

For  each  clinical  service,  the  dependence  in  both  directions  can 
theoretically  come  to  16  possible  combinations.     The  relationships  on  each 
service  are  summarized  in  Table  16-7.    The  table  shows  that  the  most 
extensive  mutual  dependence  is  in  medicine:     38  moderate  or  higher 
and  another  19  at  least  low.     In  surgery,  there  are  only  15  services 

TABLE  16-7 

Mutual  Dependence  between  VA  Hospitals  and  Medical  Schools,  by  Service 

VA  Dependence  on      Medical-School  No.  Services  

Medical  School        Dependence  on  VA        Medical       Surgical  Psychiatric 


High 

High 

21 

6 

7 

High 

Moderate 

11 

9 

7 

High 

Low 

8 

30 

10 

High 

None 

7 

20 

8 

Moderate 

High 

3 

0 

1 

Moderate 

Low 

2 

4 

3 

Moderate 

None 

7 

6 

16 

Low 

High 

1 

0 

1 

Low 

Moderate 

2 

1 

3 

Low 

Low 

6 

1 

3 

Low 

None 

10 

4 

10 

None 

Low 

0 

1 

1 

None 

None 

80 

61 

48 

SOURCE:     NAS  survey  of  VA  hospitals 
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in  which  mutual  dependence  is  moderate  or  higher  and  another  36  in 
which  mutual  dependence  is  at  least  low.     In  psychiatry,  there  are 
18  services  with  moderate  or  higher  mutual  dependence  and  another 
20  with  at  least  low  mutual  dependence. 

Table  16-8  summarizes  hospitalwide  dependence. 

In  27  hospitals,  there  is  only  one-way  dependence — VA  dependence 
on  the  medical  schools. 

These  data  suggest  both  the  importance  and  the  complexity  of  the 
affiliation  relationships.    The  Committee  did  not  examine  other  aspects 
of  the  relationships — for  example,  what  fraction  of  the  medical  schools' 
faculty  receive  part  of  their  salary  from  the  VA,  what  fraction  of 
their  total  residency  programs  depend  on  VA  positions  and  salaries, 
and  how  much  faculty  research  space  and  funds  comes  from  the  VA.  A 
thorough  study  of  affiliation  relationships — which  has  never  been 
undertaken — should  encompass  all  these  aspects,  as  well  as  those 
reviewed  by  the  Committee. 


TABLE  16-8 

Mutual  Dependence  between  VA  Hospitals  and  Medical  Schools 
Across  Medical,  Surgical,  and  Psychiatric  Services 

Mutual  Dependence  Relationship  No.  Hospitals 

On  3  clinical  services 

Moderate  or  high  on  3  services  6 

Moderate  or  high  on  2  services  and 

at  least  low  on  the  3rd  service  8 

At  least  low  on  3  services  13 
Total  with  mutual  dependence 
on  3  services  27 

On  2  clinical  services,  none  on  1 
Moderate  or  high  on  2  services  4 
At  least  low  on  2  services  22 
Total  with  mutual  dependence 
on  only  2  services  26 

On  1  clinical  service 

At  least  low  13 
Total  66 


SOURCE:     NAS  survey  of  VA  hospitals 
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Effects  of  Affiliation 

In  Chapters  8-11,  the  discussions  on  quality  of  care  and 
utilization  noted  that,  in  general,  the  highly  affiliated  hospitals 
provide  adequate  or  outstanding  care;  the  only  cases  of  inadequate 
care  occur  in  unaffiliated  hospitals.    However,  with  the  limited  data 
available,  it  was  not  possible  to  determine  whether,  and  to  what  extent, 
differences  in  the  degree  of  mutual  dependence  are  correlated  with 
differences  in  quality  of  patient  care,  utilization,  staff  attitudes, 
resource  allocation,  etc.    A  much  more  extensive  6tudy  than  the  Committee 
did  would  be  required  to  explore  such  questions. 

The  educational  imperatives  of  the  medical  schools — for  both  clinical 
clerkship  and  residency  training  programs — require  access  to  many  teaching 
patients  who  present  a  variety  of  disease  entities.    Affiliated  hospitals 
with  significant  educational  programs  are  likely  to  have  a  higher 
proportion  of  acute  patients  and  higher  patient  turnover  rates  than 
do  the  unaffiliated  hospitals.    This  is  true  on  all  three  services. 
The  VA  hospitals  with  high  mutual  dependence  (i.e.,  those  which  are 
highly  affiliated)  had — for  selected  medical  diagnoses — average 
lengths  of  stay  about  half  those  in  unaffiliated  hospitals  (see  Table 
9-12,  Chapter  9).     The  data  are  similar  for  surgery  and  psychiatry. 

Most  of  the  highly  specialized  medical  services  are  in  affiliated 
hospitals,  for  the  obvious  reason  that  these  hospitals  are  most  able 
to  obtain  the  professional  staff  (including  residents)  to  operate 
them.    As  noted  in  Chapter  17,  over  902  of  all  the  specialized  services 
shared  between  VA  hospitals  and  non-VA  hospitals  are  shared  between 
affiliated  VA  hospitals  and  nearby  non-VA  hospitals  affiliated  with, 
or  owned  by,  the  same  medical  schools  with  which  the  VA  hospitals 
are  affiliated. 

Finally,  although  the  Committee  did  not  explore  the  issue,  the 
problems  of  the  eight  VA  hospitals  that  are  affiliated  with  more  than 
one  medical  school  each  should  probably  be  examined.    Only  one  of  the 
hospitals  visited  by  the  Committee  was  affiliated  with  more  than 
one  medical  school,  and  the  visitors  were  impressed  that  this  posed 
serious  management  problems  for  the  VA  hospital  because  of  competitive — 
rather  than  cooperative — attitudes  exhibited  by  the  medical  schools. 
Maintaining  6mooth  and  effective  relationships  between  a  VA  hospital 
and  one  medical  school  is  not  always  easy,  but  is  clearly  feasible. 
The  Committee  is  not  sure  whether  it  is  feasible — and  in  the  interest 
of  a  VA  hospital — to  try  to  do  so  with  more  than  one  medical  school. 

Longer-Term  Considerations 

Any  relationship  of  mutual  dependence  implies  vulnerability:  the 
greater  the  degree  of  dependence,  the  greater  the  vulnerability.  An 
effective  affiliation  relationship  involving  extensive  mutual  dependence 
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must  be  based  on  the  continuing  compatibility  of  the  differing  goals  of 
the  partners — -for  the  VA  hospitals,  discharging  patient-care  responsi- 
bilities properly;  for  the  medical  schools,  discharging  educational 
responsibilities  properly.     The  discussion  earlier  in  this  chapter 
covered  only  two  aspects  of  mutual  dependence;  in  fact,  the  relation- 
ships are  much  more  extensive  and  complex.  Many  medical-school  budgets, 
for  example,  are  in  precarious  balance.    Resources  obtained  from 
the  VA  may  not  be  a  large  proportion  of  a  medical  school's  budget,  but 
may — at  least  in  the  short  run — be  critical.     Similarly,  particular 
services,  such  as  radiology  and  pathology,  that  support  the  major  clinical 
services  may  entail  exceptionally  heavy  reliance  by  a  VA  hospital 
on  a  medical  school.     Obviously,  the  more  complex  and  interdependent 
the  web  of  relationships,  the  more  vulnerable  are  the  relationships 
to  changes  in  the  circumstances  on  which  they  are  based. 

Three  sets  of  dynamic,  interacting  factors  affect  these  fundamental 
conditions:     the  numbers  and  characteristics  of  the  patients  using 
VA  health-care  facilities;  federal  and  state  policies  affecting 
the  educational  program  responsibilities,  financing,  and  modus  operandi 
of  the  medical  schools;  and  federal  and  state  programs  and  policies 
governing  the  financing  of  personal  health  services,  the  planning 
and  regulation  of  investment  in  and  utilization  of  health-care  resources, 
and  the  pricing  of  health-care  services. 

For  example,  VA  patient-care  responsibilities  are  virtually  certain 
to  be  affected  by  passage  of  national  health-insurance  legislation: 
as  was  noted  in  Chapter  2,  most  veterans  who  now  make  use  of  VA 
services  either  have  no  health  insurance  or  are  inadequately  covered 
for  the  services,  that  they  require.    The  extent  to  which  some  portion 
of  this  group  of  veterans  will— as  a  consequence  of  national  health 
insurance— seek  and  obtain  some  or  all  of  their  health-care  services 
from  nongovernmental  providers  is  the  critical  question:  a  comprehensive 
national  health-insurance  program  might  well  reduce  the  VA  patient-care 
volume  in  many  hospitals  and  produce  severe  stress  on  some  affiliation 
relationships.    Although  the  extent  and  nature  of  the  effects  of 
such  changes  cannot  be  fully  predicted  and  would  vary  with  local 
circumstances,  medical  schools  with  high  dependence  on  VA  hospitals 
may  be  forced  to  alter  these  relationships  and  develop  programs 
in  non-VA  hospitals  as  rapidly  as  possible. 

Another  example  of  a  change  that  will  have  an  effect  on  affiliation 
relationships  is  the  recent  easing  of  federal  pressures  on  the  medical 
schools  to  expand  enrollment.     Section  2(c)  of  the  Health  Professions 
Educational  Assistance  Act  of  1976  states  that:     "The  Congress  further 
finds  and  declares  that  there  is  no  longer  an  insufficient  number 
of  physicians  and  surgeons  in  the  United  States...."    This  represents 
a  major  shift  in  federal  policy.    Among  other  things,  the  rationale 
for  continuing  VA  support  to  medical  schools  pursuant  to  Public 
Law  92-541,  "The  Veterans  Administration  Medical  School  Assistance 
and  Health  Manpower  Training  Act  of  1972,"  must  be  reexamined. 
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Under  this  authority,  several  VA  hospitals  were  to  be  used  to  facilitate 
development  of  new  medical  schools,  and  many  other  affiliated  medical 
schools  were  awarded  VA  grants  to  expand  enrollment.     The  consequences 
for  the  VA's  affiliation  relationships  merit  exploration. 

Although  the  Committee  did  not  explore  these  factors  in  depth,  it 
is  persuaded  that  the  extensive,  complex,  and  varied  network  of  mutual 
dependence  relationships  is  sensitive  to  shifts  in  federal  health  policy. 
It  requires  intensive  study  by  all  parties  concerned,  as  well  as  continuing 
attention.     For  example,  with  the  VA  residencies  in  internal  medicine  making 
up  38%  of  the  total  in  the  nation,  any  serious  reduction  in  such  VA 
residencies  could  raise  questions  about  the  feasibility  of  reaching 
the  nation's  targets  in  training  physicians  for  primary  care.  Beyond 
that,  if  third  parties  were  to  curtail  reimbursement  for  residents 
to  an  appreciable  extent,  then  the  role  of  safety  valve  played  by 
the  VA,  which  does  not  depend  on  third-party  financing,  would  become 
all  the  more  important. 

Summary  of  Findings 

Tne  VA  policy  of  affiliating  with  medical  schools,  initiated  in 
1946,  has  resulted  in  an  extensive,  complex,  and  varied  pattern 
of  mutual  dependence  relationships  of  importance  to  the  majority 
of  VA  general  hospitals  and  to  many  medical  schools.     The  Committee 
believes  that,  on  balance,  these  relationships  have  been  beneficial 
to  all  parties  concerned.     The  quality  of  care  furnished  to  the  nation's 
veterans  has  improved,  and  the  educational  enterprise  has  been  promoted. 

However,  the  continuing  viability  of  the  relationships  depends  on  a 
number  of  factors,  including  the  future  patient-care  responsibilities  of 
the  VA, which  are  certain  to  be  affected  significantly  by  changes 
in  federal  policy.     Some  of  these  changes  have  already  taken  place, 
such  as  in  the  new  health-manpower  act.     Others  are  looming.     Of  particular 
importance  will  be  the  scope  and  shape  of  national  health  insurance. 
Yet  neither  the  VA  nor  the  medical  schools  have  undertaken  a  serious 
study  of  affiliation  relationships.    A  comprehensive  mutual  review 
appears  to  be  a  high-priority  requirement  for  both  parties. 


CHAPTER  17.     INTERHOSPITAL  RELATIONSHIPS 


During  the  three  decades  since  the  end  of  World  War  II,  while  the 
VA  hospital  system  has  been  expanding  and  modernizing,  nonfederal  health 
facilities  have  also  been  experiencing  a  construction  boom.     In  1948, 
there  were  about  3.4  nonfederal  general  medical  and  surgical  beds  per 
1,000  population  in  the  United  States.    But  the  beds  were  distributed 
unevenly:     some  states  had  only  two  beds  per  1,000  population,  others 
had  as  many  as  six.    With  stimulation  in  part  by  the  Hill-Burton  program, 
which  became  operational  in  1948,  and  by  the  growth  of  hospital  insurance 
in  the  1950s  and  1960s,  over  $55  billion  has  been  spent  on  hospital  and 
other  health-facility  construction  and  modernization  since  1948,  Today, 
there  are  4.3  nonfederal  general  medical  and  surgical  beds  per  1,000 
population,  and  they  are  much  more  evenly  distributed  geographically. 
Furthermore,  the  last  decade  has  seen  a  large  increase  in  the  number 
of  hospitals  offering  an  array  of  specialized  services,  such  as  open-heart 
surgery,  megavoltage  radiation  therapy,  renal  dialysis,  and  nuclear 
medicine.    The  rapid  rise  in  hospital  costs  in  this  period  has  been 
attributed  in  part  to  the  addition  of  such  specialized  services  in  many 
hospitals  .1_/ 

Decisions  on  the  scope  and  characteristics  of  patient-care  pro- 
grams, on  the  distribution  of  specialized  medical  resources,  and  on  the 
construction  and  remodeling  of  facilities  were  made  by  the  VA  throughout 
thi6  period  without  reference  to  the  current  or  planned  availability  of 
non-VA  health-care  facilities  and  resources.    The  reasons  are  straight- 
forward, but  multiple:     the  VA  is  a  federally  operated  hospital  system, 
has  a  unique  statutory  mission,  is  designed  to  serve  only  eligible  veterans 
and  is  subject  to  strong  economic  and  political  pressures  that  sustain 
its  independence  and  separateness .    Public  Law  89-785,  passed  in  1966, 
authorizes  the  VA  to  share  specialized  patient-care  services  with  non-VA 
medical  facilities,  but  the  total  volume  of  shared  services  in  fiscal 
year  1975  amounted  to  only  $11  million — 0.3%  of  the  $3.7  billion  operating 
costs  incurred  by  the  Department  of  Medicine  and  Surgery. 

Because  interhospital  relationships — both  between  VA  and  non-VA 
hospitals  and  among  VA  hospitals — have  potentially  important  implications 
for  the  quality  and  the  costs  of  patient  care,  the  Committee  explored 
the  sharing  program  between  VA  and  non-VA  hospitals  and  its  interface 
with  the  VA  regionalization  program,  which  involves  patient  referrals 
and  transfers  within  the  VA  system.    The  Committee  was  particularly 
interested  in  learning  why  the  scope  of  shared  services  remains  so  small 
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10  years  after  sharing  was  authorized  by  the  Congress.     It  al6o  wanted 
to  explore  the  extent  to  which  the  parallel  policies  of  sharing  between 
the  VA  and  outside  facilities  and  regionalization  within  the  VA  are 
compatible.     These  questions  seemed  especially  important  in  view  of 
the  General  Accounting  Office  reports  2/  calling  attention  to  the  low 
rates  of  utilization  of  costly  specialized  medical  services  in  many 
VA  hospitals.     Moreover,  the  Congress  has  recently  called  for  the 
involvement  of  the  VA  in  regional  health-facility  and  resource  planning 
activities.    There  is  no  statutory  requirement  that  the  VA's  plans  for 
construction  of  facilities  or  installation  of  specialized  medical 
services  be  approved  by  (or  even  be  coordinated  with)  local  or  state 
health  planning  agencies.     Nevertheless,  the  VA  is  now  represented 
on  the  boards  of  the  areawide  Health  Systems  Agencies  (in  areas  that 
have  VA  hospitals)  and  the  State  Health  Planning  and  Resource  Development 
Agencies  established  since  the  enactment  of  Public  Law  93-641,  the 
National  Health  Planning  and  Resources  Development  Act  of  1974. 

Of  some  27  specialized  medical  services  that  VA  hospitals  are 
authorized  to  share,  seven  were  selected  for  study:  megavoltage 
radiation  therapy,  cerebral  aneurysmectomy ,  carotid  endarterectomy , 
coronary  arteriography,  cardiac  catheterization  with  hemodynamic 
studies  and/or  contrast  visualization,  open-heart  surgery,  and  kidney 
transplantation.     These  are  used  to  treat  patients  with  cancer,  heart 
disease,  stroke,  and  end-stage  renal  disease.    Each  requires  expensive 
equipment,  highly  trailed  staff,  and  a  fairly  high  utilization  rate 
to  reduce  unit  cost  and  to  maintain  the  skills  of  the  staff  to  provide 
the  service.     The  study  objectives  were  to  determine  the  potential 
extent  to  which  VA  hospitals  might  buy  these  services  from  nearby 
community  hospitals  or  sell  them  to  community  hospitals  and  to  identify 
the  factors  that  affect  establishment  and  growth  of  such  sharing 
arrangements . 

Data  were  collected  with  a  mail  survey  of  all  general  hospitals 
in  27  VA  hospital  service  areas  3/  and  with  case  studies  conducted 
in  seven  of  these  areas.     The  mail  survey,  conducted  in  cooperation 
with  the  American  Hospital  Association,  covered  854  non-VA  and  39  VA 
general  hospitals.    The  response  rate  was  reasonably  satisfactory: 
all  VA  hospitals  and  742  of  all  non-VA  hospitals  with  200  beds  or 
more  responded;  it  is  the  larger  hospitals  that  are  most  likely  to 
have  the  specialized  services.    The  data  collected  included  the 
current  and  planned  availability  and  the  current  rates  of  utilization 
of  the  seven  specialized  services.    The  case  studies  involved  230 
interviews  with  VA  and  non-VA  health-care  professionals,  hospital 
administrators,  and  health-planning-agency  staff. 

The  VA  Sharing  Program 


Public  Law  89-785,  enacted  in  1966,  authorized  the  VA  to  negotiate 
contractual  agreements  to  share  (that  is,  to  buy „ and  to  sell)  specialized 
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■edical  services  with  non-VA  hospitals  as  a  means  of  improving  the 
quantity  and  quality  of  services  available  to  veterans.    VA  hospitals 
with  specialized  services  that  are  not  being  utilized  "to  their 
maximum  effective  capacity"  may  make  thi6  excess  capacity  available 
to  non-VA  hospitals  for  the  treatment  of  nonveterans.  Conversely, 
VA  hospitals  can  contract  with  non-VA  hospitals  to  obtain  such 
services  in  non-VA  hospitals  for  VA  patients.    The  intent  of  the 
legislation  was  to  reduce  or  avoid  duplication  of  such  high-co6t 
services  as  open-heart  surgery,  kidney  transplantation,  and  mega- 
voltage  radiation  therapy  in  the  VA  hospitals  when  such  services 
were  available  in  the  community,  or  vice  versa.4/    Three  types  of 
sharing  contracts  are  in  use: 

•  A  VA  hospital  contracts  to  purchase  specified  services 
from  a  non-VA  hospital  for  patients  in  the  VA  hospital;  i.e.,  the 
VA  hospital  refers  its  patients  who  require  the  service  to  the 
non-VA  hospital  and  pays  for  the  service  at  a  contract  price. 

•  A  non-VA  hospital,  unable  to  provide  a  particular  service, 
contracts  with  a  VA  hospital  that  has  spare  capacity  to  provide  that 
service;  i.e.,  the  non-VA  hospital  refers  its  patients  to  the  VA 
hospital  and  pays  for  the  service  at  a  contract  price. 

•  A  VA  hospital  contracts  to  buy  some  services  from  a  non-VA 
hospital  and  to  sell  other  services  to  the  same  hospital. 

The  growth  in  the  shared-services  program  since  1968  is  shown 
in  Table  17-1. 

TABLE  17-1 

Growth  in  Shared-Service  Programs,  1968-1975 

 Fiscal  Year  

1968  1969      1970      1971      1972      1973      1974  1975 


Cost  of  shared  0.1        0.6        1.0        1.6       2.0       4.4       6.8  10.9 
services , 
$  millions 

No.  agreements  15         47         53         72         90         120      152  156 

No.    VA  hospitals  15         32         39         44         64  67       82  81 

SOURCE:     VA  Annual  Report,  1975 
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Although  the  number  of  sharing  agreements  has  grown  to  156, 
with  81  VA  hospitals  involved,  the  total  value  of  services  provided 
under  these  agreements  totaled  only  $10.9  million  in  1975.     In  each 
year  before  1975,  the  amount  of  services  sold  by  the  VA  was  about 
equal  to  the  amount  it  bought.     In  1975,  VA  hospitals  bought  more 
services  than  they  sold  under  sharing  agreements . 5/    The  total  cost 
of  all  specialized  medical  services  in  VA  hospitals  was  about  $500 
million  in  fiscal  year  1975.     Shared  services  thus  came  to  less  than 
21  of  the  total. 

VA  shared-service  agreements  are  generally  effective  for  only 
a  year  and  can  be  terminated  by  either  party  30  days  after  written 
notice.     In  effect,  they  are  monthly  contracts  renewable  yearly. 
All  proposed  shared-service  contracts  between  VA  and  non-VA  facilities 
have  to  be  approved  by  the  VA  Central  Office.    Under  contracts  in 
which  patients  are  referred  to  a  VA  facility,  the  non-VA  hospitals 
reimburse  the  VA  hospital  only  for  services  provided  to  nonveterans 
and  ineligible  veterans.    The  non-VA  hospitals,  not  the  patients  or 
their  insurers,  are  responsible  for  paying  for  the  use  of  VA  re- 
sources.    Services  provided  by  the  VA  hospital  to  referred  patients 
who  are  eligible  veterans  are  paid  for  by  the  VA  hospital.  Payments 
received  for  the  provision  of  services  to  nonveterans  are  forwarded 
by  the  VA  hospitals  to  the  Central  Office,  where  they  are  credited 
to  the  medical  appropriation  account.    A  VA  hospital  can  have  these 
funds  credited  to  its  operating  budget.    When  the  funds  are  returned 
to  a  hospital,  the  hospital  director  can  use  them  for  any  of  the 
hospital's  operations.     Under  contracts  in  which  the  VA  hospital 
refers  a  veteran  to  a  non-VA  facility,  the  VA  hospital  pays  the  non- 
VA  hospital  for  services  provided.     This  payment  is  made  from  the 
VA  hospital's  own  operating  budget. 


Availability  of  Selected  Specialized  Medical  Services 

In  most  of  the  27  communities  studied,  the  seven  selected 
specialized  medical  services  were  available  either  in  non-VA  general 
hospitals  only  or  in  both  VA  and  non-VA  general  hospitals.     In  only 
one  of  the  27  communities  was  a  VA  hospital  the  only  provider  of 
a  specialized  medical  service.    All  the  VA  hospitals  that  had  one 
or  more  of  the  specialized  services  were  affiliated  with  medical 
schools.     In  a  number  of  communities,  specialized  services  were  not 
available  in  either  VA  or  non-VA  hospitals.    The  results  of  the  survey 
are  summarized  in  Table  17-2. 
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TABLE  17-2 

Availability  of  Selected  Specialized  Medical  Services  in 
VA  and  Non-VA  Hospitals  in  27  Communities 

  No.  Communities  

Not  Available    Available  in    Available  in 

Specialized  Service  Available    in  VA  Only    Non-VA  Only      VA  and  Non-VA 

Megavoltage  radiation  3  0  13  11 

therapy 

Cerebral  aneurysmectomy  3  0  10  14 

Carotid  endarterectomy  2  1  3  21 

Coronary  arteriography  4  0  6  17 

Cardiac  catheterization  4  0  7  16 

with  hemodynamic 
studies  and/or  con- 
trast visualization 
Open-heart  surgery  4  0  11  12 

Kidney  transplantation  10  0  8  9 

SOURCE:     NAS -AHA  survey,  1975 


Utilization  of  Selected  Specialized  Medical  Services 

The  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH),  the 
Social  Security  Administration  (SSA),  and  the  VA  Central  Office  have 
published  minimal  utilization  standards  or  guidelines  for  specialized 
medical  services.     The  published  standards  and  guidelines  for  the 
selected  services  covered  in  the  survey  are  shown  in  Table  17-3. 

The  differences  between  the  VA  and  JCAH  standards  are  striking: 
the  VA  has  adopted  a  standard  of  50  open-heart  operations  per  year, 
compared  with  the  minimum  of  200  per  year  recommended  by  the  JCAH. 
Moreover,  for  the  first  2  years  after  it  is  established,  a  VA  open- 
heart-surgery  program  is  permitted  to  perform  as  few  as  32  open-heart 
procedures  per  year.     Similarly,  for  kidney  transplants,  the  JCAH 
considers  a  minimum  of  24  per  year  as  essential  and  prefers  48-96  per 
year.  The  VA's  standard  is  15  per  year,  and  it  will  accept  as  few 
as  nine  per  year  for  the  first  3  years  of  a  new  program's  operation. 6/ 

The  Committee's  survey  showed  that,  in  most  of  the  communities 
in  which  both  VA  and  non-VA  hospitals  provided  the  selected  specialized 
services,  many  VA  hospitals  and  many  non-VA  hospitals  did  not  meet  any 
of  the  standards.    Table  17-4  summarizes  the  percentage  of  respondent 
hospitals  in  which  utilization  rates  were  below  the  recommended  stan- 
dards for  five  specialized  services.    None  of  the  VA  hospitals  met 
the  JCAH  guidelines  for  open-heart  surgery  or  kidney  transplantation, 
and  all  the  VA  units  doing  these  procedures  are  in  areas  where  there 
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TABLE  17-3 

Minimal  Utilization  Standards  to  Ensure  High-Quality 
Care  for  Selected  Services 


Specialized  Service 


JCAH 

Guideline* 


VA 

Standard** 


SSA 

Standard*** 


Megavoltage  radiation 
therapy 


Cerebral  aneurysmectomy 
Carotid  endarterectomy 
Coronary  arteriography 
Cardiac  catheterization 
with  hemodynamic 
studies  and/or  con- 
trast visualization 
Open-heart  surgery 


Kidney  transplantation 


300  new  patients 
per  year 


12  per  year 
25  per  year 
300  per  year 
250  per  year 


200  per  year 


24  per  year 
minimum 


525  treatments 
per  month 
(variance  of 
-160) 


50  per  year 
(variance  of 
-18) 

15  per  year 
(variance  of 
-6) 


conditional : 
15-24  per 
year 


48-96  per 
year 

desirable 


unconditional 
25+  per  year 


♦Hospital  Categorization  Guidelines:     Optimal  Criteria  for  Hospital 
Resources  for  the  Care  of  Patients  with  Heart  Disease,  Cancer,  Stroke 
and  End-Stage  Kidney  Disease,  Joint  Commission  on  Accreditation  of 
Hospitals,  1974. 

**VA  Circular  10-75-128,  "Specialized  Medical  Services:  Productivity- 
Utilization,"  July  2,  1975.  No  VA  standards  have  been  published  for 
four  of  the  seven  selected  services. 


***Social  Security  Administration,  "End-State  Renal  Disease:  Conditions 
for  Coverage,"  Federal  Register,  Vol.  40,  No.  127,  July  1,  1975. 


•re  non-VA  hospitals  doing  open-heart  and  kidney-transplant  surgery 
with  utilization  rates  that  do  meet  the  JCAH  guidelines.    A  more 
detailed  description  of  the  distribution  of  non-VA  and  VA  caseloads 
for  open-heart  surgery  in  the  27  communities  surveyed  is  shown  in 
Table  17-5.    Similar  data  on  kidney-transplant  caseloads  are  shown 
in  Table  17-6. 
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The  section  on  surgery  in  Chapter  10  examines  the  issues 
implicit  in  these  data. 

TABLE  17-4 

Fractions  of  Specialized  Services  in  VA  and  Non-VA  Hospitals 
Mot  Meeting  Standards  and  Guidelines  in  Communities 
Surveyed,  by  Type  of  Standard 

 Fraction  of  Hospitals,  X 

Below 

Below  VA  Below  JCAH  Conditional 

Standards  Guidelines  SSA  Standards 

Specialized  Service  VA        Non-VA        VA        Non-VA        VA  Non-VA 


New  cancer  patients 


Rx  with  megavoltage 

* 

* 

77 

51 

NA 

NA 

therapy  equipment 

Open-heart  surgery 

0 

22 

100 

67 

NA 

NA 

Kidney  transplants 

36 

19 

100 

55 

64 

31 

Cardiac  catheterization 

NA 

NA 

80 

60 

NA 

NA 

Coronary  arteriography 

NA 

NA 

88 

71 

NA 

NA 

*Data  not  available. 
NA  *  not  applicable. 


SOURCE:     NAS-AHA  survey,  1975 


TABLE  17-5 

Comparison  of  Open-Heart  Surgical  Caseloads, 
VA  and  Non-VA  Hospitals,*  1975 

Hospital                 Fraction  of  Hospitals  with  Specified  Caseloads,  I 
Sector  1-33      34-50      51-100      101-150        151-250  251* 

VA  (n  «=  17)  0.0      29.4       47.1  17.6  5.9  0.0 

Non-VA  (n  *  115)     22.6        6.1        17.4  11.3  14.8  27.8 

Aggregate  Caseload  Data 
VA  Non-VA 

Caseload,  no.  cases 

Mean  81  183 

Median  70  102 

Total  in  all  27  communities*  1,378  21,081 

♦Respondent  hospitals  only;  all  VA  hospitals  responded,  but  26%  of 
non-VA  hospitals  did  not. 


SOURCE:    NAS-AHA  survey,  1975 
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TABLE  17-6 

Comparison  of  Ridney-Tran6plant  Caseloads,  VA  and  Non-VA  Hospitals,*  1975 


Hospital 
Sector 


VA  (n  ■  11  ) 
Non-VA  (n  ■  42) 


Fraction  of  Hospitals  vith  Specified  Caseloads,  2 
1-9  10-15  16-24  25+ 


36. A 
19.0 


36.4 
16.7 


27.3 
19.0 


0.0 
45.2 


Caseload,  no.  cases 
Mean 
Median 

Total  in  all  27  communities* 


♦Respondent  hospitals  only. 
SOURCE:     NAS-AHA  survey,   19  75 


Aggregate  Caseload  Data 


VA 

12 
10 
127 


Non-VA 

27 
20 
1,152 


Factors  Affecting  Sharing 


Affiliation 


Sharing  contracts  between  VA  and  non-VA  hospitals  affiliated  with 
the  same  medical  school  accounted  for  92%  of  all  the  services  bought 
and  sold  by  the  VA  under  sharing  contracts  in  fiscal  year  1975.  In 
the  27  areas  surveyed  by  the  Committee,  two-thirds  of  the  non-VA  hospitals 
that  had  sharing  contracts  with  VA  hospitals  were  either  university 
hospitals  or  major  affiliated  hospitals  of  the  medical  schools  that 
also  were  affiliated  with  the  VA  hospitals.    Moreover,  the  seven  case 
studies  found  that  such  hospitals  often  shared  more  services  informally 
than  were  covered  in  the  contractual  agreements.    None  of  the  six 
unaffiliated  VA  hospitals  in  the  communities  surveyed  plans  to  share 
services  with  non-VA  hospitals  in  the  next  2  years;  but  29  of  the  33 
affiliated  VA  hospitals  do  plan  to  share  services  with  non-VA  hospitals 
during  the  next  2  years. 


Most  sharing  agreements  for  specialized  services  are  between  an 
affiliated  VA  hospital  and  a  non-VA  hospital  affiliated  with  the  same 
nedical  school,  because  the  physician  specialist  in  charge  of  the 
service  is  on  the  staffs  of  both  hospitals.    The  patient-referral 
arrangements,  therefore,  are  developed  because  he  or  she  perceives 
them  as  advantageous  for  patient  care,  teaching  (of  both  siedical 
students  and  housestaff),  and  in  some  case6  clinical  research  for 
the  programs  for  which  he  or  she  is  responsible.    Moreover,  affiliated 
VA  hospitals  generally  can  attract  (more  readily  than  unaffiliated 
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hospitals)  physicians  qualified  to  acquire  and  manage  specialized 
aedieal  services. 


Proliferation  and  Underutil ization  of  Specialized  Medical  Services 

In  all  except  one  of  the  17  sample  regions  of  the  country  where 
VA  hospitals  operate  specialized  medical  services,  there  are  non-VA 
hospitals  in  the  same  regions  offering  the  same  services.     In  almost 
all  cases,  there  is  evidence  of  operation  below  the  required  minimal 
standard — both  in  the  VA  hospitals  and  in  many  of  the  non-VA  hospitals. 

The  potential  for  effective  sharing  arrangements  between  VA  and 
non-VA  hospitals  is  much  greater  where  the  services  are  scarce  than 
where  they  are  abundant.     Under  present  circumstances,  however,  there 
are  no  workable  local  mechanisms  or  incentives  for  fostering  such 
arrangements . 


Incentives  Affecting  VA  Hospitals 

Because  sharing  agreements  are  left  to  individual  VA  hospitals 
to  initiate  and  continue,  the  incentives  affecting  hospitals  are  of 
central  importance.     Except  for  the  situations  mentioned  above  in- 
volving affiliated  hospitals,  there  are  no  powerful  incentives  for 
hospital  directors  to  share  services  with  non-VA  hospitals.  VA 
hospitals  are  generally  more  interested  in  selling  services  than  in 
buying  them.     By  selling  services,  they  can  increase  their  utilization 
rates  and  workload  statistics;  this  helps  with  next  year's  budget. 
Moreover,  they  usually  can  reclaim  from  the  VA  Central  Office  the 
reimbursement  received  for  services  sold  to  non-VA  hospitals,  and 
those  funds  are  not  necessarily  allocated  back  to  the  service  that 
sold  them.    But  buying  services — unless  it  is  part  of  a  two-way  buy- 
sell  arrangement — is  far  less  attractive.     Payment  to  non-VA  providers 
for  the  service — both  the  hospital  costs  and  the  physician's  fee — 
comes  from  the  VA  hospital's  own  operating  budget.    Moreover,  trans- 
ferring patients  reduces  the  VA  hospital's  workload,  and  that  has  an 
adverse  effect  on  next  year's  budget.    The  out-of-pocket  cost  is  re- 
duced, if  a  VA  hospital  can  transfer  the  patient  to  another  VA  hospital; 
the  transferring  hospital  simply  pays  the  transportation  costs,  and  the 
receiving  hospital  absorbs  the  cost  of  treatment.    The  additional  work- 
load also  helps  next  year's  budget  in  the  receiving  hospital.  Thus, 
given  the  choice  between  purchasing  expensive  specialized  services 
from  a  nearby  non-VA  hospital  and  transferring  patients  to  a  more 
distant  VA  hospital,  most  VA  hospital  directors  would  make  the  rational 
economic  decision:  transfer  the  patients  to  another  VA  hospital. 2/ 
The  arrangement  usually  is  more  advantageous  to  both  the  transferring 
and  receiving  VA  hospitals  than  the  purchase  of  the  same  service 
from  a  non-VA  hospital.    Moreover,  it  has  the  additional  virtue  of 
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complying  with  the  Central  Office  goal  of  strengthening  VA 
regionalization  programs. 

Incentives  Affecting  Non-VA  Hospitals 

Except  for  the  situations  mentioned  above  involving  VA  and  non- 
VA  hospitals  affiliated  with  the  same  medical  schools,  the  incentives 
for  non-VA  hospitals  not  to  purchase  specialized  medical  services 
from  VA  hospitals  are  generally  stronger  than  the  incentives  to  purchase. 
First,  many  private  physicians  are  reluctant  to  refer  patients  to 
VA  hospitals,  because  they  risk  losing  contact  with  the  patients  and 
have  little  or  no  influence  on  the  services  that  the  VA  hospital 
provides.    Second,  there  are  financial  deterrents  for  the  hospital. 
VA  sharing  contracts  hold  the  non-VA  referring  hospital  responsible 
for  payment.    Except  for  kidney  disease,  VA  hospitals  do  not  bill 
third-party  payers  directly.    But  third-party  payers  will  not  always 
pay  the  referring  hospital  for  services  provided  in  a  VA  facility. 
For  example,  except  for  end-stage  renal-disease  services  (which  are 
covered  under  a  special  VA-DHEW  agreement),  Medicare  will  not  pay 
for  services  rendered  in  VA  facilities,  because  VA  hospitals  are 
not  "community  providers.11    Other  carriers  will  not  pay  for  veterans 
who  are  treated  in  VA  facilities,  even  though  they  may  be  covered  by 
insurance. _8/    After  a  few  bad  experiences  with  reimbursement  problems, 
many  non-VA  hospitals  lose  interest  in  referring  patients  to  VA 
hospitals,  except  for  two-way  (buy-sell)  relationships  in  which 
little  money  changes  hands. 

Legal  Constraints 

Sections  5051-5053  of  Title  38,  which  contain  the  sharing  authority, 
have  been  interpreted  by  the  General  Counsel  of  the  VA  so  as  to  limit 
the  VA's  sharing  arrangements  only  to  specialized  clinical  services. 
Nonclinical  services  may  not  be  shared  with  non-VA  hospitals. 

Similarly,  the  Tax  Reform  Act  of  1976  prevents  nonprofit  hospitals 
from  selling  nonclinical  services  to  other  hospitals  with  more  than  100 
beds.     If  they  do  so,  they  lose  their  tax-exempt  status .9/  This 
effectively  bars  the  VA — by  virtue  of  its  size — from  purchasing  such 
services  as  laundry,  steam,  and  computer  services  from  nearby  non-VA 
nonprofit  hospitals. 

The  Committee  believes  that  the  current  interpretation  of  the 
scope  of  sharing  is  too  narrow.    The  Committee  believes,  moreover, 
that  the  potential  benefits  of  sharing  between  the  VA  and  non-VA 
facilities  have  not  been  realized.     It  will  take  changes  in  incentives 
and  in  budgetary  procedures  to  bring  about  their  realization. 
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The  VA  Regionalization  Program 

At  approximately  the  same  time  that  the  Congress  authorized  the 
VA  to  share  services,  the  VA  initiated  its  own  program  to  regionalize 
the  delivery  of  hospital  services  within  the  VA  system.     This  program, 
known  as  the  VA  Regionalization  Program,  has  an  objective  that  strongly 
resembles  that  of  the  program  for  sharing  specialized  services  with 
non-VA  hospitals:     to  reduce  the  duplication  of  costly  medical  programs 
(other  acute  services,  as  well  as  specialized  services)  and  promote 
sharing — and,  therefore,  complementary  specialization — among  VA 
hospitals  in  the  same  medical  district . 10/    Each  of  the  171  hospitals 
has  been  assigned  to  one  of  28  medical  districts.     Each  district  is 
required  to  establish  the  mission  of  each  of  its  hospitals,  to  provide 
a  5-year  plan  for  facilities  and  services,  and  to  recommend  annual 
budgets  for  each  facility  in  the  district.     The  direct  patient-care 
activities  under  the  Regionalization  Program  involve  the  transfer 
among  VA  hospitals  in  the  district  of  patients  who  require  specific 
kinds  of  treatment.     The  Program  also  involves  cooperative  arrangements 
among  VA  hospitals  for  support  services,  such  as  laundry,  laboratory, 
and  continuing  education  for  professionals. 

To  improve  the  allocation  of  resources,  the  VA  Central  Office  is 
now  testing  a  new  field  planning  guide  in  six  medical  districts.  The 
planning  guide  is  being  used  by  the  pilot  districts  to  develop  a 
districtwide  hospitalization  plan  that  is  to  be  linked  to  the  budget 
process . 

The  pilot  program  is  too  new  for  the  Committee  to  comment  on  how 
it  is  functioning;  but,  in  light  of  the  Committee's  findings  in  Chapter 
8  regarding  the  admission  behavior  of  VA  hospitals,  it  will  be  important 
to  determine  whether  the  new  procedure  will  succeed  in  changing  insti- 
tutional behavior.     Hospitals  with  low  application  rates  and  high  admis- 
sion rates  will  find  it  threatening.     In  regions  with  two  or  more 
affiliated  hospitals,  competition  among  the  medical  schools  may  pose 
complex  problems.     Deep-seated  attitudes  of  VA  hospital  staffs  and 
those  in  affiliated  medical  schools  will  have  to  be  modified — a  difficult 
task  in  any  organization.     The  Committee  therefore  believes  that,  until 
hard  evidence  of  changing  behavior  is  available,  it  would  be  inappropriate 
to  assume  that  the  VA  Regionalization  Program  will  prove  to  be  effective 
in  improving  the  VA  system's  efficiency  and  effectiveness. 

The  emphasis  on  allocating  specialized  and  other  acute  medical 
resources  among  VA  facilities  has  the  potential  for  reinforcing  the 
separation  of  VA  facilities  from  local  non-VA  hospitals.    By  not  con- 
sidering the  availability  of  specialized  and  other  medical  services 
in  the  non-VA  sector  before  allocating  these  resources  to  the  network 
of  VA  hospitals,  the  VA  has  limited  the  alternatives  from  which  to 
choose  the  best  way  to  make  specialized  and  other  medical  services 
available  and  easily  accessible  to  its  patients. 
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The  VA  Central  Office  currently  leaves  it  to  the  local  VA  hospital 
to  decide  whether  to  transfer  a  patient  (who  requires  a  service  that 
the  hospital  cannot  provide)  to  another  VA  hospital  or  to  a  non-VA 
hospital.     Officials  in  the  Central  Office  believe  that  the  choice 
must  take  into  account  the  nature  of  the  patient's  illness  and  the 
convenience  to  him.     In  practice,  however,  VA  hospital  staffs  tend  to 
give  the  Regionalization  Program  priority  over  the  shared-services 
programs,  in  part  because  it  is  cheaper  for  the  referring  hospital. 

The  regionalization  approach  in  the  VA  can  be  used  to  support 
development  of  additional  VA  specialized  services,  even  though  the  services 
are  available  in  the  community.     The  Committee  learned  of  one  case  in 
which  a  VA  hospital  had  a  sharing  agreement  with  a  non-VA  facility 
for  megavoltage  radiation  therapy.    All  veteran  patients  who  required 
this  therapy  were  treated  by  the  non-VA  hospital  as  outpatients. 
Other  VA  facilities  in  the  same  medical  district  used  this  sharing 
agreement  by  transferring  veteran  patients  to  the  first  VA  hospital 
(the  one  with  the  sharing  agreement).     Veterans  who  were  VA  patients 
constituted  approximately  one-third  of  the  patients  treated  at  the 
non-VA  hospital's  radiation  therapy  center.     However,  the  VA  hospital 
planned  to  discontinue  the  sharing  agreement,  because  the  VA  Central 
Office  had  agreed  to  provide  the  hospital  with  funding  to  establish 
and  operate  a  megavoltage  radiation  therapy  unit.    The  VA  megavoltage 
radiation  therapy  unit  in  this  hospital  would  treat  all  VA  patients 
in  this  set  of  medical  district  hospitals. 

Relationship  to  Regional  and  State  Health-Services  Planning  Agencies 

Under  Public  Law  93-641,  the  National  Health  Planning  and  Resources 
Development  Act  of  1974,  the  VA  has  voting  membership  on  state  health 
coordinating  councils  and  on  regional  health  systems  agencies.  The 
central  purpose  of  the  planning  legislation  is  to  establish  mechanisms 
for  the  development  of  a  national  health  planning  policy  and  to  augment 
areawide  and  state  planning  for  health  services,  manpower,  and  facilities, 
in  order  to  curtail  the  rise  in  health-care  expenditures,  improve  access 
to  care,  and  ensure  quality  of  care.    A  non-VA  hospital  must  apply  for 
approval  of  substantial  construction  and  expensive  equipment  to  the 
local  or  areawide  Health  Systems  Agency  (HSA) ,  which  makes  a  recommenda- 
tion to  the  state  planning  agency.    The  state  agency  approves  the 
recommendation  or  reverses  it  with  an  explanation;  the  applicant  can 
appeal.     A  VA  hospital  also  is  supposed  to  submit  its  application 
to  the  HSA.     The  recommendation  goes  to  the  VA  Central  Office,  which 
can  approve  or  disapprove,  but  need  not  explain  its  action.  The 
Committee  believes  that  VA  hospitals  should  be  subject  to  the  same 
constraints  as  other  hospitals.     Perhaps  for  constitutional  reasons, 
a  state  cannot  participate  in  the  final  action  on  a  VA  application. 
If  so,  it  is  all  the  more  incumbent  on  the  VA  to  behave  responsibly. 
This  is  not  to  say  that  the  VA  Central  Office  should  always  abide 
by  the  HSA  recommendations  if  it  feels  that  the  merits  of  the  VA 
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application  have  not  received  due  consideration.    But  it  should  be 
expected  to  explain  any  decision  it  makes  that  goes  counter  to  an 
HSA  recommendation. 


Summary  of  Findings 

This  chapter  deals  with  two  types  of  "regionalization":  sharing 
of  services  between  VA  hospitals  and  neighboring  non-VA  hospitals 
and  arrangements  for  the  selective  concentration  of  certain  facilities 
and  services  among  VA  hospitals  within  a  geographic  area  or  district. 

With  respect  to  the  former  type  of  regionalization,  the  Committee 
finds  that  a  decade  after  enactment  of  the  "sharing  law",  PL  89-785 
(1966),  little  has  in  fact  happened.    Application  of  the  law  has  been 
limited  to  costly  highly  specialized  clinical  services,  excluding 
supportive  services.    For  the  eligible  specialized  services  the  two-way 
flow  of  funds  between  VA  and  non-VA  hospitals  amounted  in  1975  only 
to  $11  million.    For  the  most  part,  the  active  sharing  arrangements 
apply  to  VA  and  non-VA  hospitals  affiliated  with  the  same  medical 
school,  where  the  physician  specialist  in  charge  of  the  service  is 
on  the  staffs  of  both  hospitals  and  coordinates  patient  care,  teaching, 
and  research  in  both. 

For  other  hospitals,  the  disincentives  to  sharing  appear  to  be 
strong.    Among  the  disincentives  noted  are  the  reluctance  of  any 
hospital  to  give  up  an  established  service,  even  when  utilization 
is  well  below  capacity  or  falls  below  promulgated  professional 
standards  of  minimal  patient  load;  the  fact  that  a  referring  VA 
hospital  must  pay  out  of  its  own  budget  the  hospital  and  professional 
charges  imposed  by  the  non-VA  hospital  to  which  the  patient  is 
referred,  while  paying  only  that  patient's  transportation  cost  to 
another  VA  hospital;  and  the  tangle  of  financial  obligations  assumed 
by  a  non-VA  hospital  when  it  refers  a  patient  to  a  VA  hospital. 

This  enumeration  of  the  existing  disincentives  points  to  the 
changes  that  are  indicated,  some  by  regulation  and  most  by  legislation. 
The  scope  of  the  sharing  law  should  be  broadened  to  include  supporting 
services.     Referring  non-VA  hospitals  should  be  relieved  of  any  financial 
responsibility,  while  third  parties  are  held  obligated  to  pay  for  care 
rendered  to  insured  patients  in  the  VA.    VA  hospitals  that  refer  patients 
should  neither  gain  nor  lose  by  referring  a  patient  within  the  VA 
system  or  outside.    The  mechanisms  by  which  this  might  be  accomplished 
are  discussed  in  Chapter  18.     It  is  particularly  important  to  promote 
sharing  in  geographic  areas  with  the  greatest  potential,  where  specialized 
services  are  relatively  scarce. 

Although  the  arrangements  for  sharing  will  continue  to  be  worked 
out  at  the  local  level,  the  VA  Central  Office  will  have  to  play  a  more 
active  role  in  promoting  such  a  policy.     It  will  have  to  undertake  the 
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monitoring  of  the  extent  to  which  sharing  actually  takes  place  and 
act  on  the  findings. 

As  for  "regionalization"  within  the  VA  alone,  the  Committee  is 
unable  to  arrive  at  a  definitive  assessment  at  this  stage  of 
implementation  of  the  demonstration  program.     The  program  may  contain 
a  potential  for  administrative  decentralization.    However,  it  cannot 
serve  as  a  substitute  for,  or  alternative  to,  regionalization  between 
the  VA  and  non-VA  facilities. 

The  Committee  believes  that  regionalization  between  the  VA  and 
neighboring  non-VA  facilities  is  highly  desirable  in  order  to  reduce 
distances  traveled  by  patients,  to  reduce  the  cost  of  specialized 
care,  and  to  increase  the  quality  of  care  rendered  to  patients. 

Moreover,  it  is  generally  important  that  the  VA  move  closer  to 
the  health-care  system  as  a  whole.    Linking  the  VA  with  the  health- 
planning  mechanism  under  PL  93-641  now  provides  such  an  opportunity. 
How  this  might  be  done  both  with  prudence  and  effectiveness  is 
elaborated  in  Chapter  18. 


CHAPTER  15.     SUMMARY,  CONCLUSIONS ,  ANT  RECOMMENDATIONS 


As  described  in  Cnapter  1,  the  Committee  found  it  necessary  to 
explore  three  issues  inherent  in  its  charge; 

•  The  extent  to  which  the  VA  should  be  responsible  for  the  health 
care  of  veterans  without  service-connected  disabilities. 

•  The  extent  to  which  the  VA's  health-care  responsibilities  should 
be  discharged  by  direct  provision  of  services,  by  purchasing  services, 
or  by  grants  to  states. 

•  Tne  extent  to  which  the  scope  of  the  VA's  responsibilities  and  its 
modus  operandi  should  be  influenced  by  its  performance;  the  availability 
of  alternative  non-VA  health-care  resources;  and  changing  national  health 
policies  and  programs  affecting  health-care  financing,  resources,  planning, 
and  regulation. 

Chapters  2-17  therefore  explore  three  aspects  of  the  VA  health-care 
program:     what  the  VA  is  actually  doing;  what  resources,  organization, 
and  key  policies  it  uses;  and  how  effectively  it  performs.  Relevant 
information  about  non-VA  health-care  resources  is  also  included,  but 
extensive  comparisons  were  not  possible. 


Summary  ar.d  Conclusions 

Responsibilities  of  the  VA  for  the  Health  Care  of  Veterans 

For  many  years,  the  VA  hospital  system  has  provided  essential  medical 
services  to  millions  of  veterans  who  might  not  have  been  able  to  obtain 
health  care  otherwise.     Tne  facilities  are  staffed  with  thousands  of 
dedicated  professionals,  many  of  whom  have  devoted  large  portions 
of  their  careers  to  public  service  in  VA  hospitals.     Tne  veterans 
and  the  nation  are  indebted  tc  the  VA  for  the  devoted  and  conscientious 
services  it  has  provided  for  so  many  years  to  so  cany  veterans. 
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The  principal  statutory  health  care  mission  of  the  VA,  as  embodied 
in  the  current  legislation  and  implicitly  reinforced  at  all  hearings 
before  the  Congressional  authorization  and  appropriation  committees, 
has  not  changed  very  much  since  the  VA  hospital  system  was  started: 
to  operate  a  system  of  hospitals  and  associated  outpatient  and  long- 
term  care  facilities  for  veterans  with  service-connected  disabilities 
and  to  provide  both  acute  and  long-term  care  to  veterans  without  service- 
connected  disabilities  to  the  extent  that  spare  capacity  in  VA  facilities 
permits.    The  original  reason  for  establishing  VA  hospitals  was  that 
adequate  nonfederal  hospital  facilities  did  not  exist.    Today,  however, 
almost  every  community  in  the  country  has  ample  capacity  to  provide 
short-term  hospital  care  to  the  general  population  (including  veterans). 
That  may  not  be  the  case  for  long-term  care.    Although  the  VA  i6  a 
potential  source  of  care  for  all  veterans,  it  is  a  frequent  or  regular 
source  of  care  for  a  subset  of  around  3,000,000  nationwide,  who  tend 
to  be  mostly  with  low  income,  or  socially  isolated.    Only  30%  have 
service-connected  disabilities,  and  only  17%  of  those  under  65  have 
health  insurance.    For  most,  the  choice  is  either  VA  facilities  or  free 
care  in  nonfederal  facilities.    They  clearly  prefer  VA  health  care. 
They  have  access  to  VA  care  because  the  VA  hospital  system  has  far 
more  bed  capacity  than  is  needed  to  serve  veterans  with  service-connected 
disabilities. 

In  serving  this  population,  the  VA  is  handicapped  by  limitations 
on  its  structure  that  are  in  part  the  result  of  its  legislative  mandate 
and  in  part  the  consequence  of  historical  developments  and  established 
practice.    As  a  result,  there  is  excessive  reliance  on  hospital  care 
and  inadequate  ambulatory  services.    This  pattern  has  led  to  substantial 
overuse  of  inpatient  resources. 

It  was  found  (Chapters  2,  9,  10,  11,  14,  and  15)  that  the  VA  is 
providing  a  great  deal  of  long-term  care  in  its  own  facilities  (hospital 
beds,  nursing-home  beds,  and  domiciliaries ) ,  in  contract  (community) 
nursing  homes,  and  in  state  homes  partly  subsidized  by  the  VA.  The 
Committee  estimated  that  the  1975  long-term  patient  census  in  VA  facilities 
was  44,500,  or  almost  half  the  total  1975  VA  inpatient  census  of  95,000. 
In  the  same  year,  the  VA  also  was  paying  in  whole  or  in  part  for  long-term 
care  in  non-VA  facilities  for  a  patient  census  of  16,400.     It  is  clear 
that  the  chronic/long-term  inpatient  census  for  which  the  VA  is  responsible 
is  substantially  larger  than  its  census  of  short-term  inpatients.    As  is 
true  for  the  patients  receiving  acute  care,  about  70%  of  the  long-term 
patients  do  not  have  service-connected  disabilities. 

The  age  distribution  of  the  veteran  population  (Chapter  2,  Table  2-1) 
is  such  that  by  1985  the  number  of  veterans  over  65  will  be  double  the  number 
in  1975,  and  by  1995  it  will  be  almost  3  times  the  1975  number.    The  require- 
ments for  both  acute  care  and  geriatric  care  for  veterans  are  therefore 
certain  to  increase  substantially  in  the  next  10  years.     (The  increase  in 
the  number  of  young  veterans,  assuming  no  war,  is  not  very  large.) 
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How  the  changing  age  distribution  of  the  veteran  population  will  affect 
the  health-care  role  of  the  VA  will  depend  mainly  on  the  coverage 
and  copayment  provisions  of  federal  health  insurance  legislation  that 
■ay  be  enacted  in  the  next  few  years.     If  the  law  gives  low-income 
veterans  who  are  currently  uninsured  a  choice  of  using  either  private 
providers  or  the  VA  for  acute  care,  the  role  of  the  VA  in  providing 
acute  care  could  decrease  significantly.    However,  if  substantial 
copayments  were  to  be  required,  the  demand  for  VA  acute-care  services 
could  increase  in  the  next  10  years. 

Because  the  number  of  veterans  who  will  require  long-term  care  and 
geriatric  services  will  double  in  the  next  10  years,  and  almost  triple  in 
20,  this  already  large  VA  responsibility  is  almost  certain  to  expand 
greatly  in  the  next  10-20  years.     It  probably  will  not  be  affected 
significantly  by  federal  health  insurance  legislation  likely  to  be 
enacted  in  the  next  few  years. 

Resources  and  Policies 
Facilities 

There  is  a  range  of  5-95  in  the  number  of  applications  for  health 
care  per  bed  per  year  received  by  VA  general  hospitals.    The  Committee 
studied  a  sample  of  general  hospitals  and  found  that,  although  applicants 
to  these  hospitals  were  very  similar  in  demographic,  eligibility,  and 
morbidity  characteristics,  the  fraction  of  applicants  who  were  admitted 
for  inpatient  care  varied  from  23%  to  over  90%,  and  mean  length  of 
stay  varied  from  13  to  over  43  days  among  these  hospitals.    The  data 
(Chapter  8)  clearly  show  that  hospitals  with  lower  application  pressures 
tend  to  admit  a  higher  fraction  of  applicants  and  to  hospitalize  them 
longer  than  do  hospitals  with  higher  application  pressures.  These 
variations  are  unrelated  to  hospital  size.    The  data  show  that  the 
geographic  distribution  of  hospital  beds  is  not  in  accord  with  the 
geographic  variation  in  demand  for  hospital  care.    The  data  also  suggest 
that  there  are  too  many  acute  beds  being  operated  in  the  system.  A  patient 
census  conducted  by  the  Committee  staff  in  a  6ample  of  VA  hospitals  found 
that  about  half  the  patients  in  acute  medical  beds,  one-third  of  the 
patients  in  surgical  beds,  and  well  over  half  the  patients  in  psychiatric 
beds  do  not  require — and  are  not  receiving — the  acute  care  services 
associated  with  these  types  of  beds  (Chapters  9-12).  These  data  provide 
additional  evidence  that  many  more  VA  hospital  beds  are  being  operated 
than  are  required  to  meet  the  needs  of  veterans  who  use  the  VA  for 
short-term  hospital  care. 

The  VA  has  installed  many  expensive  specialized  medical  facilities 
that,  in  many  hospitals,  are  used  at  rates  far  below  their  capacity. 
Furthermore,  in  many  communities  in  which  VA  hospitals  have  underutilized 
services,  there  are  community  hospitals  offering  the  same  services, 
and  the  community  facilities  also  are  frequently  being  utilized  at 


272 


rates  well  below  their  capacity  (Chapter  17).  Community  hospitals  are 
considered  to  have  adequate  or  excessive  short-term  bed  capacity  in 
almost  all  areas  of  the  country. 

Outpatient-care  facilities  are — for  the  most  part — in  the  171  hospitals 
and  are  therefore  relatively  sparse.    The  capacity  to  provide  outpatient 
care  in  VA  facilities  appears  to  be  insufficient  in  relation  to  current 
and  potential  demand. 

The  VA  is  currently  investing  substantial  funds  in  a  construction  pro- 
gram that  emphasizes  construction  of  new  hospital  beds  to  replace  older 
beds.    Since  1975,  $1.1  billion  has  been  appropriated,  and  $479  million 
has  been  requested  for  fiscal  year  1978 — a  total  of  $1.6  billion  in  4 
years  mainly  for  general-hospital  beds.    This  is  being  done  despite  the 
surplus  of  VA  hospital  beds,  the  existence  of  more  than  adequate  short-term 
bed  capacity  in  community  hospitals  in  most  areas  of  the  country,  and  the 
possibility  of  a  drop  in  demand  for  VA  hospital  beds  if  national  health 
insurance  is  enacted. 


Staff 

Systemwide,  the  numbers  of  nurses  and  supporting  patient-care  person- 
nel on  acute  medical  and  surgical  bed  sections  in  VA  hospitals  are  adequate 
for  the  patients  being  treated.    But  there  is  uneven  distribution  of  such 
staff  in  relation  to  workload,  both  among  hospitals  and  within  individual 
hospitals  (Chapter  5).    Nurses  are  particularly  affected  by  this  problem: 
some  units  are  understaffed,  others  overstaffed.    The  uneven  distribution 
apparently  stems  mainly  from  the  criteria  used  in  allocating  staff,  which 
assume  that  patient-care  requirements  in  all  acute-medical  and  surgical 
bed  sections  are  similar.     In  fact,  the  Committee  found  very  large  dif- 
ferences in  patient-care  requirements  among  and  within  hospitals  in  the 
same  types  of  units.    The  variation  is  due  to  differences  in  admission  and 
retention  practices.    But  the  differences  in  numbers  of  staff  among  patient- 
care  units  are  not  correlated  with  these  differences  in  requirements. 

More  staff  is  provided  for  patient  care  in  the  psychiatric  units  of 
general  hospitals  than  in  psychiatric  hospitals.    As  a  result,  on  the 
average,  about  5  times  as  much  planned  treatment  time  per  week  is  provided 
by  professionals  (psychiatrists,  psychologists,  social  workers,  registered 
nurses)  to  psychiatric  patients  in  general  hospitals  as  is  provided  by  the 
staff  in  psychiatric  hospitals.    The  staffing  in  most  psychiatric  hospitals 
i6  sufficient  to  provide  only  custodial  care  (Chapter  5). 

The  VA  depends  heavily  on  part-time  attending  staff  physicians  and 
on  residents  for  its  physician  services  in  hospitals  that  provide  three- 
fourths  of  the  medical  and  surgical  care  and  half  the  psychiatric  care 
(as  measured  by  numbers  of  patients  treated  per  year).  These  categories 
of  physicians  are  available  as  a  result  of  affiliations  with  medical 
schools.     (Chapter  16.) 
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Physician-to-patient  ratios  vary  greatly:     in  the  hospitals  studied 
by  the  Committee,  there  was  a  range  in  the  number  of  staff  physicians 
(FTEE)  per  100  patients  of  6-20,  and  of  total  physicians  (including 
housestaff),  of  6-59.    The  professional  judgments  of  the  Committee°s 
site-visitors  indicate  that  the  quality  of  care  and  the  adequacy  of 
physician  staffing  are  not  well  correlated.    Thus,  in  the  sample  of 
21  general  hospitals,  six  clinical  services  were  rated  as  providing 
care  of  inadequate  quality,  but  only  two  of  these  were  considered 
to  be  inadequately  staffed  with  physicians.    Among  38  services  deemed 
to  be  adequate  in  quality  of  care,  18  were  thought  to  have  inadequate 
numbers  of  physicians.    Three  of  11  services  judged  to  be  providing  care 
of  outstanding  quality  were  rated  inadequate  in  physician  staffing. 
(Chapter  9.) 

In  the  long-term  nursing-care  units — both  nursing  homes  and 
intermediate-care  units — staffing  of  nursing  personnel  was  found  to 
vary  considerably.     In  general,  the  intermediate-care  units  are  less 
adequately  staffed  than  the  nursing  homes.    The  Committee  found  that 
the  amounts  of  nursing  staff  available  were  not  well  correlated  with 
differences  in  workload.    As  was  found  to  be  the  case  in  the  acute-care 
units,  the  staffing  allocation  criteria  used  for  the  long-term  nursing-care 
units  are  not  adequately  sensitive  to  differences  in  staffing  requirements 
among  units  (Chapter  14).    Compared  with  staffing  found  in  an  illustrative 
good-quality  private  nursing  home,  the  VA  nursing  home  units  on  the 
average  appear  to  be  adequately  staffed. 

VA  dental  staffing  is  clearly  inadequate  to  treat  all  eligible 
veterans  who  require  dental  treatment,  but  the  productivity  of  VA 
dentists  could  be  improved  if  more  hygienists  and  dental  assistants 
were  employed.     (Chapter  13.) 

Budgeting 

The  number  of  facilities  and  the  number  of  operating  beds  are 
essentially  controlled  by  the  Congress,  60  the  VA  budgeting  process 
has  to  take  these  as  given  (Chapter  3).     Staff,  which  accounts  for 
over  70%  of  the  operating  budget,  is  basically  allocated  by  means 
of  a  staff-to-census  ratio  applied  to  each  type  of  bed  section.  However, 
it  is  evident  that  various  types  of  adjustments  have  been  made,  inasmuch 
as  actual  staffing  of  similar  units  varies  widely.    The  main  workload 
indicator  used  to  adjust  funds  for  supplies,  etc.,  is  average  daily 
patient  census.    Recently,  the  VA  has  also  begun  to  use  numbers  of 
patients  treated.    The  budgeting  procedures  used  by  the  VA  introduce 
powerful  incentives  affecting  management  behavior  in  the  VA  system: 
to  maintain  planned  patient  census  60  as  to  avoid  losing  funds,  to 
classify  beds  into  bed-section  categories  that  have  the  highest  staff- 
to-bed  ratio,  to  convert  psychiatric  to  general  hospitals,  and  to 
minimize  use  of  services  purchased  from  non-VA  facilities. 
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Affiliation  vith  Medical  Schools 

The  VA  policy  of  affiliating  with  medical  schools,  initiated  in  1946, 
has  resulted  in  an  extensive,  complex,  and  varied  pattern  of  mutual 
dependence:  of  VA  hospitals  on  medical  schools  for  physicians,  and 
of  medical  schools  on  VA  hospitals  for  resources  essential  for  educational 
and  research  programs.     These  relationships  have  been  beneficial  to 
all  parties  concerned  (Chapter  16). 

For  the  VA,  the  affiliation  relationships  are  very  closely  related  to 
the  quality  of  acute  inpatient  care  in  VA  hospitals.     In  the  sample  of 
hospitals  studied  by  the  Committee,  the  only  examples  of  outstanding 
quality  of  care  were  found  in  hospitals  that  are  highly  affiliated. 
The  only  hospitals  found  to  be  delivering  inadequate  acute  care  were 
unaffiliated.     For  the  medical  schools,  the  VA  affiliations  are  important 
primarily  because  their  educational  programs  require  access  to  acute-care 
patients  to  teach  medical  students  and  to  train  residents. 

The  affiliation  relationships  entail  vulnerability  for  both  parties. 
Their  continuing  viability  depends  on  the  effects  of  changes  brought  about 
by  federal  policy  and  the  aging  of  the  veteran  population.     Both  will  have 
effects  on  the  nature  and  distribution  of  the  VA's  patient-care  responsi- 
bilities and  on  the  medical  schools'  educational  programs.     No  systematic 
efforts  have  been  made  by  the  VA  or  the  medical  schools  to  study 
the  relationships  on  either  a  centralized  or  decentralized  basis. 

Relationships  with  Nonfederal  Hospitals 

Despite  the  expressions  of  Congressional  intent  embodied  in  Public 
Laws  89-795  and  93-641  to  facilitate  cooperative  sharing  relationships 
between  VA  and  non-VA  hospitals,  very  little  has  in  fact  occurred.  The 
incentives  currently  affecting  both  VA  and  non-VA  hospitals  are  not 
likely  to  bring  about  any  increase  in  sharing  (Chapter  17). 

The  Committee  believes  that  the  existing  interpretation  of  the  scope 
of  sharing  is  too  narrow  and  that  the  potential  benefits  of  sharing 
between  the  VA  and  non-VA  facilities  have  not  been  realized.  It  will 
take  changes  in  incentives  and  in  budgetary  procedures  to  increase  sharing 
significantly . 

VA  resource  allocation  and  investment  decisions  have  been  made — and 
continue  to  be  made — on  the  assumption  that  the  statutory  mission 
of  the  VA  system  makes  it  unnecessary  to  take  into  account  the  current 
availability  of  non-VA  resources  and  investments  planned  by  hospitals 
in  the  public  private  sector. 

The  VA  regionalization  program,  which  emphasizes  cooperation  among 
VA  hospitals  in  a  VA-designated  region  (district),  does  not  appear  to  be 
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entirely  compatible  with  Congressional  policy — as  embodied  in  PL  93-641 — 
to  foster  cooperative  arrangements  among  all  hospitals — VA  and  non-VA — in 
the  same  geographic  region. 

Patient-Care  Programs 
Outpatient  Care 

The  Va  hospital  system  is  organized,  and  its  resources  are  allocated, 
primarily  to  supply  inpatient  hospital  services.    Before  passage  of  Public 
Law  93-82  in  August  1973,  outpatient  care  was  much  more  restricted  by 
eligibility  constraints  than  was  hospital  care.    Public  Law  93-82  eased 
these  restrictions  and  stimulated  growth  in  outpatient  visits  by  veterans 
without  service-connected  disabilities.    However,  access  to  outpatient 
services  is  hampered  by  the  relatively  small  number  of  clinics  and  limited 
capacity.    Rather  than  expand  outpatient  capacity  to  keep  pace  with  what 
appeared  to  be  a  potential  for  substantial  growth  in  demand  for  such 
services,  the  Congress,  in  Public  Law  94-581  (October  1976),  directed 
the  VA  to  use  eligibility  priorities  in  restricting  access  to  available 
outpatient-care  capacity. 

The  Committee  found  that  outpatient-care  services  in  many  VA 
hospitals  do  not  have  adequate  staff  or  facilities,  are  not  well 
organized,  and  are  not  managed  effectively.    Most  outpatient  clinics  are 
in  hospitals.     They  are  directed  by  physicians  whose  main  responsibilities 
are  for — and  whose  primary  interests  are  in — inpatient  clinical  services 
(Chapter  7). 

Hospital  Care:  General 

Many  patients  are  admitted  to  hospitals  who  do  not  require 
hospitalization,  and  many  patients  are  kept  as  inpatients  much  longer 
than  is  medically  necessary  or  desirable  (Chapters  8-12).    The  strong 
budgetary  incentives  to  keep  beds  filled,  the  limited  outpatient-care 
capacity,  the  social  and  economic  circumstances  of  patients,  and  the 
lack  of  appropriate  alternative  means  of  providing  care  all  contribute 
to  excessive  u6e  of  hospital  beds.    P&tients  are  generally  satisfied 
with  medical  and  surgical  care  received  in  VA  hospitals. 

Inpatient  Medicine 

Medical  services  in  VA  hospitals  differ  in  the  ratios  of  medical  and 
nursing  staff  to  patients,  in  affiliation  status,  in  a  number  of  perfor- 
mance indexes  believed  to  reflect  technical  quality  of  care,  and  in 
patient  satisfaction.    On  an  overall  basis,  the  quality  of  the  medical 
service  in  general  hospitals  was  judged  to  be  generally  adequate,  with 
a  few  deemed  to  be  outstanding.    Serious  deficiencies  were  perceived 
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in  only  a  few  hospitals  that  are  understaffed  and  unaffiliated  with 
nedical  schools.     Internal  medicine  services  in  psychiatric  hospitals 
were  generally  judged  to  be  inadequate  (Chapter  9). 

Surgery 

In  1975,  nearly  half  the  veterans  discharged  from  VA  surgical  beds 
had  no  surgery  during  their  6tay.     This  indicates  a  need  for  better 
screening  of  applicants  in  admitting  offices.     Many  VA  hospitals  lack 
facilities  for  doing  outpatient  surgery,  so  they  frequently  hospitalize 
patients  for  minor  procedures  that  could  be  done  on  an  ambulatory  basis 
(Chapter  10). 

Data  on  postoperative  complications  and  surgical  mortality  in  general 
hospitals  showed  that  few  hospitals  deviated  conspicuously  from  the  average 
for  all  VA  hospitals,  but  higher  mortality  rates  and  very  low  volumes  of 
surgery  were  observed  in  psychiatric  hospitals.     VA  cardiac  surgery 
resources  are  excessive  and  distributed  too  widely.     Mortality  from  cardiac 
surgery  in  the  VA  varies  inversely  with  the  volume  of  cardiac  surgery. 

Three  VA  hospitals  out  of  25  that  performed  kidney  transplants  in 
fiscal  year  1976  did  more  than  24  per  year,  the  figure  set  as  the  minimum 
by  the  Joint  Commission  on  Hospital  Accreditation  and  the  Social  Security 
Administration. 


Psychiatry 

Only  25%  of  psychiatric  beds  are  in  general  hospitals  in  which  at 
least  half  the  beds  are  in  medical  or  surgical  sections.  Three-fourths 
of  VA  psychiatric  beds  are  in  psychiatric  hospitals  or  in  "general" 
hospitals  that  have  more  than  50%  of  their  beds  in  psychiatric-bed  sections. 
Much  of  the  inpatient  psychiatric  care  in  such  hospitals  appears  to  be 
custodial,  rather  than  therapeutic.    More  than  half  the  patients  in  VA 
psychiatric  beds  do  not  appear  to  require  hospitalization.     Many  could 
be  treated  more  appropriately  as  outpatients,  but  discharging  them  would 
be  difficult.    Most  are  unmarried,  and  many  would  require  extensive 
social-support  services  that  the  VA  (and  most  communities)  do  not  provide 
(Chapter  11). 

Rehabilitation  Medicine 

The  resources  available  for  rehabilitation-medieine  services  were 
adequate  or  more  than  adequate  (as  compared  with  non-VA  facilities)  in 
71%  of  the  VA  hospitals.     (Chapter  12.) 

In  78%  of  the  VA  hospitals,  overall  program  effectiveness  was 
considered  adequate  or  better.     The  most  effective  rehabilitation  programs 
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were  in  the  hospitals  that  had  the  highest  application  pressures  and  the 
lowest  admission  rates.  Thi6  suggests  that  good  rehabilitation  programs 
•re  likely  to  flourish  in  places  where  there  is  a  sense  of  urgency  about 
discharging  patients. 

Dental  Care 

Patients  who  use  the  VA  hospital  system  have  very  substantial  needs 
for  a  broad  range  of  dental  care.    Elibibility  restrictions,  limited 
staff  and  resources,  and  relatively  inefficient  operations  (compared 
with  community  dental  practice)  in  VA  dental  clinics  all  contribute 
to  the  fact  that  the  VA  currently  meets  only  a  small  fraction  of  these 
needs.    The  VA  has  been  purchasing  a  substantial  amount  of  dental  services 
from  private  dentists:     in  fiscal  year  1975,  $52  million  was  spent  on 
"fee"  dentistry  and  about  $53  million  on  "staff"  dentistry.     (Chapter  13.) 

Long  Term  Nursing  Care 

The  VA  provides  long  term  nursing  care  to  a  census  of  well  over 
25,000  patients  in  its  own  nursing  home,  intermediate-care,  and  hospital 
beds  and  about  6,500  patients  in  contract  community  nursing  homes.  (VA 
intermediate  care  patients  are,  for  the  most  part,  completely  bed-bound.) 
The  VA  also  contributes  to  the  cost  of  caring  for  over  4,000  patients 
in  nursing  homes  for  veterans  operated  by  31  states.    Because  the  number 
of  veterans  over  65  will  double  in  10  years  and  almost  triple  in  20, 
the  requirements  for  long-term  nursing  care  can  be  expected  to  increase 
proportionately.     (Chapter  14.) 

The  overall  quality  of  care — on  a  five-point  6cale  of  inferior, 
custodial,  minimal,  adequate,  and  excellent — in  VA  nursing  homes  and 
intermediate-care  units  varies  from  custodial  (in  over  half  the 
intermediate-care  units)  to  excellent  (in  a  few  VA  nursing  homes).  The 
VA  nursing  homes  as  a  whole  compare  favorably  with  a  non-VA  example 
of  adequate  nursing-home  care.    However,  even  the  best  intermediate-care 
units  provide  only  minimal  care.    The  reason  is  attributable — at  least  in 
part — to  staffing  in  relation  to  workload:  the  intermediate-care  units 
are  relatively  understaffed  in  comparison  with  a  non-VA  example  of 
minimal  care.    VA  intermediate-care  units  are  less  adequately  staffed 
than  VA  nursing-home  unit6. 

Domiciliary  Care 

The  patient  members  in  VA  domiciliates  are  elderly,  infirm,  and 
isolated  from  society.    Many  have  psychiatric  diagnoses.    The  rehabili- 
tation potential  for  most  is  low.  The  number  of  veterans  domiciled  in  the 
VA  is  considerably  more  than  the  9,500  occupying  beds  in  domiciliates : 
several  thousand  patients  in  psychiatric  beds  in  VA  hospitals  appear  to 
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be  comparable  with  those  in  domiciliaries .    Although  residential  rather 
than  medical  or  rehabilitative  in  orientation,  the  domiciliaries 
clearly  serve  an  important  purpose  in  providing  a  decent  residential 
environment  for  their  patient  members.  For  most,  the  alternative  would 
be  skid  row  or  a  psychiatric  hospital. 

In  addition  to  the  domiciliary  care  provided  in  VA  facilities,  the 
VA  provides  a  subsidy  to  cover  part  of  the  costs  of  domiciliary  care  for 
veterans  being  provided  by  31  states. 

Recommendations 

The  public-policy  context  of  the  question  posed  by  the  Congress  in 
Section  201(c)  of  Public  Law  93-82  led  the  Committee  to  conclude  that 
its  findings  require  a  set  of  recommendations  that  are  additional  to  and 
in  some  respects  different  from  those  implied  by  the  legislative  history 
of  Public  Law  93-82. 

Although  overall  current  resources  of  the  VA  are  adequate  for  its 
current  functions,  they  are  not  distributed  in  an  equitable  or  efficient 
manner  among  geographic  areas,  types  of  facilities  or  functions  within 
and  across  hospitals.    To  correct  these  various  kinds  of  maldistribution, 
particularly  the  geographic  problems,  by  expanding  the  network  of 
facilities  would  require  immense  expenditures.     The  Committee  believes 
this  approach  to  be  impractical  and  undesirable.     The  Committee  believes 
that  the  VA  should  meet  the  health-care  needs  of  eligible  veterans  who 
wish  to  use  the  VA  by  redistributing  resources  now  available  to  the  VA, 
(It  is  assumed  that  current  eligibility  requirements  will  remain 
essentially  unchanged.) 

The  Committee  believes  it  is  essential  to  take  account  of  various 
developments — some  under  way,  others  expected  in  the  near  future — 
that  have  altered  and  will  continue  to  alter  the  context  of  operation  for 
the  VA.     These  include: 

9    Demographic  changes  within  the  veteran  population  that  will 
increase  the  number  of  veterans  likely  to  require  both  acute  and  long-term 
care. 

•    National  health  insurance  in  some  form.      When  national  health 
insurance  is  enacted,  some  veterans  who  now  use  the  VA  for  their  health 
care  will  use  community  facilities  instead.     However,  the  extent  to  which 
this  transfer  of  utilization  takes  place  will  depend  greatly  on  the 
terms  of  eligibility  and  on  the  benefits  under  national  health  insurance. 
These  benefits  will  very  likely  not  be  comprehensive,  at  least  initially; 
they  will  probably  be  most  complete  for  acute,  episodic  care  and  least 
adequate  for  coordinated  management  of  long-term  illness  and  disability. 
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•    Growing  emphasis,  which  will  continue  to  grow  in  the  future,  on 
planning  health  services  on  a  regional  and  community  basis,  without 
regard  to  sponsorship.     This  is  being  done  to  improve  functional 
coordination  and  to  minimize  duplication  and  waste. 


VA  Role 

It  seems  reasonable  to  assume  that  the  United  States  is  moving  toward 
some  sort  of  universal  entitlement  to  appropriate  health  care  services. 
Under  these  circumstances,  what  is  the  appropriate  role,  if  any,  for  a 
health  care  system  intended  to  meet  only  a  portion  of  the  health  care 
needs  of  a  portion  of  the  population? 

Clearly,  the  VA  cannot  avoid  the  impact  of  demographic  and  health 
policy  developments.     The  Committee  recommends  that  VA  policies  and 
programs  should  be  designed  to  permit  the  VA  system  ultimately  to  be 
phased  in  to  the  general  delivery  of  health  service  in  communities 
across  the  country.     This  can  be  envisioned  as  having  four  phases: 
financial,  community  resource  planning,  medical  services,  and  long-term 
care. 

•  The  Financial  Phase-In.     As  a  first  step,  the  VA  should  be 
reimbursed  by  third-party  insurers,  both  private  and  governmental, 
wherever  such  coverage  is  available.     Tnis  will  require  appropriate 
action  by  Congress.     Toward  that  end,  the  VA  should  adopt  a  uniform 
system  of  accounting,  consistent  with  standards  set  for  nonfederal 
health  care  institutions,  and  should  be  subject  to  any  budgetary  review 
procedures  established  under  federal  law  for  recipients  of  payments 
under  Medicare  and  Medicaid.     Financing  of  national  health  insurance 
would  then  involve  the  VA. 

•  The  Planning  Phase-In.     The  VA  system  should  become  part  of  the 
general  health-care  planning  process  established  for  communities  and 
regions.  Before  VA  hospitals  (for  replacement  or  relocation  of  existing 
beds)  and  other  facilities  are  built,  and  before  new  equipment  and 
services  are  installed  in  VA  hospitals,  a  recommendation  should  be  required 
from  the  local  Health  Systems  Agency  (HSA).     If  objections  to  the  VA  project 
are  raised  by  the  HSA,  the  Administrator  of  the  VA  should  be  required 

to  justify  the  construction  or  installation  to  Congress.  The  Committee 
recommends  that  plans  for  construction  of  the  eight  recently  approved 
hospitals  be  included  in  this  process. 

•  The  Medical-Services  Phase-In.     In  addition  to  increased  sharing 
and  coordination  with  non-VA  institutions,  the  agency  should  attempt 
demonstration  projects — initially  in  a  small  number  of  cities — to  provide 
models  of  coordinated,  high-quality  care  for  its  clientele.     These  pro- 
jects should  be  developed  in  cities  where  there  are  large  concentrations 
of  veterans  within  close  reach  of  VA  hospitals,  and  they  should  be 

built  around  hospitals  of  high  performance,  with  new  outpatient  facilities 
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constructed  as  needed.     Veterans  who  are  regular  clients  of  the  VA, 
and  in  some  cases  perhaps  their  families,  should  be  enrolled  in  the 
programs  and  provided  with  comprehensive  services  on  the  model  of  health 
maintenance  organizations.     If  these  demonstrations  prove  successful, 
the  model  can  be  extended  to  other  strong  VA  hospitals  in  urban  centers 
and  enable  the  VA  to  serve  an  important  function  in  a  distinctive  way. 

If  the  integrated-care  demonstrations  after  a  5-year  period  of 


operation  are  found  not  to  have  been  successful,  they  should  be  dis- 


continued 

However,  if  the  demonstrations  prove  to  have  been  suc- 

cessf ul , 

this  pattern  of  care  should  be  extended  throughout  the  VA 

system . 

Ultimately  it  is  expected  that  these  integrated-care  pro- 

grams  will  become  part  of  the  community  system  of  medical  care 
accessible  to  nonveterans,  as  well  as  veterans. 

The  design  of  the  integrated  care  demonstration  projects  will  require 
careful  study.    Wherever  possible,  they  should  incorporate  the  following 
features : 


They  should  provide  integrated  care — combining  ambulatory 
and  inpatient  services — of  high  quality  to  a  subset  of  veterans 
who  rely  heavily  on  the  VA  for  health  care.     One  purpose  is 
to  demonstrate  the  ability  of  the  VA  to  meet  the  needs  of 
such  veterans  by  using  the  resources  of  the  VA  in  the  most 
efficient  manner  possible.    Another  is  to  test  the  feasibility 
of  changing  the  facilities  and  the  service  activities  of 
the  VA  in  a  manner  that  prepares  them  for  a  successful  and 
needed  merging  into  the  health  care  system  of  the  community. 
A  major  element  in  this  reorientation  is  the  emphasis  on 
ambulatory  care  in  preference  to  the  current  emphasis  on 
inpatient  care  alone. 

It  is  envisioned  that  each  integrated-care  demonstration 
will  be  based  in  an  ambulatory-care  facility  contiguous  to 
and  functionally  integrated  with  an  existing  inpatient  facility. 
The  inpatient  facility  should  be  carefully  chosen  to  meet 
the  following  requirements:     high-quality  care,  a  high  proportion 
of  patients  whose  hospital  stay  is  appropriate,  good  physical 
structure  and  facilities,  and  location  conducive  to  recruiting 
an  adequate  number  of  clients  for  a  demonstration. 

The  population    to  be  served  should  be  enrolled  and  should 
be  selected  to  meet  specific  criteria:     they  should  reside  within 
a  distance  of  30-45  minutes  of  travel  from  the  VA  facility,  they 
should  have  already  demonstrated  heavy  reliance  on  VA  services 
through  a  record  of  repeated  use  of  inpatient  or  outpatient  ser- 
vices in  the  recent  past,  and  veterans  receiving  compensation  for 
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service-connected  disabilities  and  those  receiving  pensions  should 
receive  preference.    Furthermore,  at  least  one  of  the  demonstrations 
should  include  the  spouses  of  veterans  and  their  dependent  children. 

The  services  to  be  provided  should  include  emergency  services, 
ambulatory  care,  acute  inpatient  care,  long-term  care  and  home 
health  services.    Mental  health  services  should  also  be  included. 
It  is  the  intent  that  services  should,  where  possible,  be  provided 
directly  by  the  VA.    Where  this  is  not  feasible  or  practicable, 
services  should  be  provided  through  affiliation  with  community 
agencies  of  recognized  competence. 

Financing  should  be  through  a  combination  of  VA  subsidies  with 
payments  on  behalf  of  enrollees  by  Medicare,  Medicaid,  voluntary 
health  insurance,  or  other  sources.    Legislation  to  permit  this 
should  be  enacted.    The  intent  is  to  demonstrate  the  feasibility 
of  integrating  the  VA  system  with  the  sources  of  financing  pre- 
valent in  the  community.    Funds  for  constructing  or  remodeling 
the  ambulatory-care  facilities  needed  for  the  demonstration  pro- 
jects should  be  made  available  by  cutbacks  in  the  current  con- 
struction budget  for  hospital  facilities.     Initially,  funds  addi- 
tional to  current  appropriations  may  be  necessary  to  staff  and 
operate  the  ambulatory-care  facility.    Later,  such  operating  funds 
should  be  available  as  a  result  of  cutbacks  in  inpatient  care. 

The  integrated-care  demonstrations  should  6erve  as  settings 
for  training  health  professionals  in  primary  care.    This  would 
expand  the  scope  of  current  training  in  the  VA  and  meet  a 
generally  felt  need  in  the  medical-care  system  as  a  whole. 

Quality-assurance  mechanisms  should  be  built  in.  There 
should  also  be  provision  for  participation  in  policy  formulation 
and  implementation  by  those  who  actually  receive  services  and  by 
representatives  of  veterans'  organizations. 

Plans  and  procedures  for  evaluation  should  be  built  in  from 
the  inception  of  the  demonstration.    Evaluation  should  be  conducted 
by  a  competent  agency  outside  the  VA  and  should  rest,  to  the  extent 
possible,  on  an  experimental  research  design.    Evaluative  criteria 
should  include  reduction  in  hospital  use,  cost  of  the  program,  quality 
of  care,  and  patient  satisfaction.    The  design  should  include  com- 
parisons with  similiar  veterans  who  are  not  part  of  an  integrated-care 
demonstration,  comparable  nonveteran  populations  in  comparable  com- 
munities and  enrollees  in  established  prepaid  group  practices  after 
adjustments  are  made  for  differences  in  enrollee  characteristics. 

•    The  Long -Term-Care  Phase-In.     The  VA  should  also  attempt  to 
merge  its  long-term-care  facilities  with  non-VA  programs.    Although  its 
role  in  long-term  care  is  likely  to  persist  for  a  longer  period  of  time 
than  its  role  in  delivering  regular  medical  services,  it  should 
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concentrate  or.  improving  its  Long  ter;  care  programs  in  ways  that  will 
facilitate  Linkages  with,  comm  unit;  facilities. 


Hospital  Care:  general 

Tr.e  VA  should  examine  the  need  to  maintain  ger.eral  ■edicaj  and  surgical 
hospitals  that  experience  a  lov  number  of  ap  p  1  i  cat  ions  per  bed  per  year" 
Tr.e  Committee  recommends  that,  vher.  the  number  of  applications  per  bed  per 
year  falls  below  21  the  hospital  should  be  closed  or  converted  to  a  long-term 
care  facility. 

Rigorous  procedures  for  admissions  and  utilization  reviev  should  be 
developed  and  implemented  within  the  VA  systen.     7a  hospitals  should  be  part 
of  tr.e  utilization-review,  cost-control,   and  quality-assurance  programs  in 
force  under  ?5?.l  and  other  legislation.     The  VA  systen  can  and  should  go 
beyond  adr.erenoe  to  these  programs  and  serve  as  a  Laboratory  for  developing, 
testing;  and  implementing  more  effective  methods  of  utilization  review  and 
quality  assurance.     The  Committee  expects  that  this  would  result  in  substanti 
recuction  in  the  numbers  of  acute-care  beds  being  operated  in  VA  hospitals 
(by  at  least  25%  in  3  years.. 


Medicine 


The  internal -med  ic  me  services  in  psychiatric  hospitals  should  be 
improved  in  quality.     If  this  cannot  be  accomplished  in  a  given  institution, 
it  is  recommended  that  the  professional  services  be  purchased  from  a  com- 
petent source,   such  as  a  local  hcspital  or  clinic  or  it  should  use  the 
medical  service  of  a  nearcy  VA  general  hospital.     The  Cnief  Medical  Director 
should  reprrt  to  the  Congress  in  2  years  on  the  improvements  made  in  these 
services . 


Surgery 

Patients  considered  for  admission  to  the  surgical  service  require  more 
careful  screening  before  admission.     Emphasis  should  be  on  workup  on  an 
ambulatory  oasis  with  a  view  to  reducing  preoperative  stay  to  1  or  2  days 
in  most  cases .     Dormitory,  motel,  or  hotel  accommodations  paid  for  by 
tr.e  VA  should  be  considered  as  a  lower  cost  substitute  for  hospital 
admission  while  the  patient  is  being  studied.     Facilities  for  outpatient 
surgery  should  be  developed  so  as  to  reduce  the  use  of  inpatient  care  for 
miner  procedures. 

Cardiac  surgery  and  kidney  transplantation  and  associated  diagnostic 
procedures  should  oe  concentrated  in  a  smaller  number  of  centers  within  the 
VA.     Centers  that  do  not  meet  JCAH  standards   for  number  of  procedures  and 
other  requirements  should  be  closed.     It  is  expected  that  the  number  of 
kidney-transplant  centers  will  not  exceed  6  and  that  cardiac-surgery  centers 
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will  be  reduced  to  9.    Consolidation  of  cardiac  surgery  into  a  fev  large 
centers  is  expected  to  bring  about  reduction  in  mortality  from  such  surgery, 
When  patients  cannot  be  referred  to  a  nearby  consolidated  VA  center,  they 
should  be  referred  only  to  active,  large  centers  outside  the  VA,  with 
the  VA  paying  for  care  exclusive  of  coverage  by  Medicare. 

The  quality  of  surgical  care  in  psychiatric  hospitals  is  so  poor  that 
inpatient  surgery  in  such  hospitals  should  be  eliminated. 

Surgery  performed  by  residents  should  be  supervised  by  a  staff 
surgeon.     A  staff  surgeon  should  be  present  for  all  regularly  scheduled 
surgery.     For  emergency  surgery,  a  staff  surgeon  should  be  in  attendance 
in  no  less  than  70%  of  cases.     Appropriate  procedures  for  monitoring  and 
reporting  on  these  requirements  should  be  instituted. 


Psychiatry 

Alternative  Services 

Many  VA  psychiatric  inpatients  have  been  shown  not  to  require 
hospitalization  if  alternative  services  are  available.    The  Committee 
recommends  that  steps  be  taken  for  discharging  such  patients  by  placing 
special  emphasis  on  developing  and  implementing  alternatives  to  inpatient 
hospitalization  including  partial  hospitalization,  halfway  houses, 
sheltered  workshops,  group  homes,  and  cooperative  apartments.     To  implement 
this  program,  the  VA  should  conduct  an  early  examination  of  its  psychiatric 
patient  services  with  a  view  to  assessing  patient  care  needs  and  corre- 
sponding requirements  for  staff.     Furthermore,  the  relationship  between 
VA  services  and  community  mental-health  resources  requires  active  planning 
for  collaboration  and,  where  appropriate,  integration.     In  accomplishing 
these  purposes,  joint  ventures  should  be  undertaken  with  veterans 
organizations.     In  addition,  the  Committee  recommends  the  expansion 
of  mental-health  outpatient  facilities  and  personnel.     In  conjunction 
with  the  other  facilities  mentioned  above,  this  will  greatly  reduce 
inpatient  hospitalization. 

The  Committee  recognizes  that  implementation  of  these  recommendations 
will  entail  difficult  and  complex  tasks. 

Psychiatric  care  for  significant  family  members,  when  indicated,  is 
now  authorized  and  should  be  made  available  by  the  VA.  Appropriate  family 
care  will  reduce  inappropriate  inpatient  admissions  and  reduce  the 
length  of  inpatient  hospitalization. 


Psychoactive  Drugs 

The  demonstrated  practices  of  overprescribing  and  incorrect  prescrib- 
ing of  drugs  in  the  treatment  of  psychotic  patients  and  the  inappropriate 
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utilization  of  antipsychotic  drugs  for  psychoneurotic  patients  require 
urgent  correction  through  education  and  quality-assurance  reviews. 

Improving  Inpatient  Psychiatric  Care 

Improvement  of  care  provided  by  the  psychiatric  hospitals  in  the  VA 
is  strongly  recommended.     High  priority  should  be  accorded  to  developing 
stringent  mechanisms  for  organized  quality  assessment,  utilization  review, 
and  internal  and  external  peer  review  in  psychiatric  hospitals. 

In  view  of  the  Committee's  findings  of  the  current  deficiencies 
in  the  psychiatric  hospitals,  plans  for  recruitment  and  maintenance  of 
high-quality  professional  staff  must  be  developed.     Emphasis  on  continuing 
education  and  other  incentives  to  provide  renewal  of  staff  motivation 
and  capacity  for  a  higher  quality  of  care  also  would  be  helpful. 
Development  in  psychiatric  hospitals  of  special  training  programs  in 
geriatrics  and  gerontology  involving  schools  of  medicine,  nursing,  and 
social  work  and  programs  in  clinical  psychology  would  enlist  the  aid 
of  the  schools  in  recruiting  professional  staff. 

In  view  of  the  larger  proportion  of  foreign-trained  psychiatrists  in 
psychiatric  residency  and  staff  positions  in  the  VA  than  in  the  VA's 
medical  and  surgical  services,  and  in  view  of  the  constraints  imposed 
by  the  Health  Professions  Educational  Assistance  Act  of  1976  (Public  Law 
94-484),  which  would  reduce  the  number  of  foreign  medical  graduates, 
special  attention  must  be  given  to  recruiting  sufficient  personnel  to 
fill  psychiatric  residency  programs  and  professional  staff  positions. 
The  recommendations  related  to  alternative  services  and  the  upgrading 
of  care  in  psychiatric  hospitals  are  particularly  pertinent  to  improving 
recruitment  of  high-quality  staff.    Allocation  of  additional  resources 
for  psychiatric  education  may  also  be  required. 

There  also  is  a  need  for  active  recruitment  and  employment  of  adequate 
professional  nurses  for  care  of  psychiatric  patients  in  VA  psychiatric 
hospitals  and  clinics. 

Involuntary  Commitment 

Periodic  administrative  review  of  involuntarily  committed  patients 
is  a  legal  and  civil  right.     The  Committee  recommends  rigorous 
implementation  of  such  reviews.    A  report  to  the  Congress  concerning 
implementation  should  be  issued  within  2  years. 

Comprehensive  Services  for  Alcoholics 

Comprehensive  services  need  to  be  developed  for  patients  with  primary 
and  secondary  diagnoses  of  alcoholism  and  alcohol  addiction.  In  accomplishing 
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these  purposes,  the  professional  staff  should  provide  continuing  con- 
tact with  patients  after  detoxification  and  inpatient  psychiatric 
treatment  have  been  completed.     Continuity  of  care  should  be  achieved 
by  providing  outpatient  individual  and  group  psychotherapy  accompanied 
by  rehabilitation,  vocational  counseling  or  retraining.  Opportunities 
for  learning  social  skills  should  be  included.    When  it  is  appropriate, 
family  members  should  be  counseled  and  treated  by  professionals  specifi- 
cally trained  in  the  treatment  of  alcoholic  patients  and  their  families. 

Rehabilitation  Medicine 

Effective  rehabilitation-medicine  services  require  a  multidisci- 
plinary  approach  to  patient  care.  VA  organizational  arrangements  should 
be  changed  so  that,  in  hospitals  with  rehabilitation-medicine  beds, 
the  chief  of  rehabilitation-medicine  services  should  be  responsible 
for  the  professionals  from  other  services  (social  work,  speech  therapy, 
psychology)  assigned  to  rehabilitation-medicine  services.  Under  present 
arrangements,  the  assignment  or  transfer  of  such  professionals  is 
not  under  the  control  of  the  rehabilitation-medicine  services  chief. 

The  VA  should  concentrate  its  scarce  rehabilitation  resources  in  a 
relatively  small  number  of  high-quality  rehabilitation  centers  to  which 
it  should  transfer  patients  with  rehabilitation  potential. 

Patients  with  spinal-cord  injuries  should  be  separated  into  two 
treatment  groups:     those  likely  to  be  rehabilitated  and  returned  to  the 
community,  and  those  likely  to  remain  hospitalized  for  long  periods. 
Effective  treatment  of  the  former  group  would  be  enhanced  by  such 
a  policy. 

The  VA  should  make  whatever  changes  in  procedures  for  procuring 
prosthetic  and  orthotic  devices  are  necessary  to  reduce  delivery  times 
to  approximately  those  of  community  hospitals.  This  will  reduce  length 
of  stay.     The  VA  should  also  require  medical  recertif ication  of  all 
prescriptions  for  prosthetic  or  orthotic  devices. 


Dental  Service 

From  the  studies  conducted  by  this  Committee,  it  is  clear  that  the 
VA  dental  service  is  not  as  efficient  as  is  dental  care  in  the  community. 
The  VA  should  reorganize  its  dental  services  and  increase  its  use  of 
dental  auxiliaries  to  raise  productivity? 

Raising  the  productivity  of  the  VA  dental  service,  as  desirable  as 
that  is,  will  not  suffice  to  meet  the  full  dental-care  needs  of  the  veter- 
ans now  eligible  to  receive  dental  care,  nor  even  fulfill  the  planned  care 
goals  set  by  the  VA  dental  staff.    Without  a  substantial  increase  in 
resources,  it  would  not  be  feasible  to  meet  either  of  these  targets.  The 
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Committee  therefore  recommends  a  narrower  delineation  of  the  VA's 
responsibility  for  dental  care: 

•  All  VA  long-term-care  patients  should  get  comprehensive  dental 

care. 

•  All  patients  enrolled  in  the  demonstration  integrated-care 
projects  should  be  similarly  treated. 

•  All  other  inpatients  should  get  only  emergency  dental  care, 
except  for  those  with  service-connected  injuries  of  the  oral  cavity. 


Long-Term  Care 

The  VA  must  prepare  for  large  increases  in  the  numbers  of  veterans 
eligible  for  and  in  need  of  long-term  care.    Alternative  resources  and  pro- 
grams of  high  quality  are  less  available  outside  the  VA.    Therefore,  the  VA 
should  take  the  lead  in  creating  systems  and  programs  for  providing  good- 
quality  long-term  care,  including  alternatives  to  institutionalization. 

In  view  of  the  fact  that  a  higher  quality  of  care  is  observed  in 
VA  hospitals  with  medical-school  affiliation,  the  VA  should  encourage  the 
development  of  multidisciplinary  gerontology  and  geriatrics  programs  in  the 
schools  with  which  it  affiliates.     It  is  recommended  that  affiliation  be 
encouraged  with  schools  of  medicine,  nursing,  social  work,  and  allied 
health  and  schools  with  programs  in  clinical  psychology  in  which  there 
are  programs  in  gerontology  and  geriatrics.  Long-term  care  for  veterans — 
primarily  domiciliary  care  and  nursing-home  care — is  also  provided  by 
31  states  that  operate  38  state  homes  for  veterans.    The  Committee  recom- 
mends that  the  Congress  encourage  the  VA  to  explore  the  possibility  of 
enlarging  the  states'  role  in  providing  long-term  care  to  veterans. 
Increasing  the  federal  subsidy  both  for  constructing  and  remodeling 
facilities  and  for  operating  state  homes  should  be  considered.  Also, 
some  VA  hospitals  with  low  application  rates  that  may  no  longer  be  needed 
by  the  VA  for  providing  acute  care  might  be  turned  over  to  states  that 
wish  to  acquire  them  for  conversion  to  state  homes  for  veterans. 


Staffing 

Present  staffing  procedures  for  both  acute-care  and  long-term-care 
units  are  insensitive  to  variation  in  patient  condition  and  need. 
It  is  recommended  that  the  VA  develop  procedures  for  assessment  of 
patient  needs  and  use  them  for  staffing,  care  planning,  supervision, 
quality  assurance,  and  design  of  appropriate  facilities.  Instruments 
exist  now  for  measuring  patients'  requirements  for  nursing  care. 
Such  instruments  can  be  applied  in  the  VA.  The  Committee  recommends 
that  existing  instruments — such  as  those  used" by  the  Committee — 
be  applied  by  the  VA  Central  Office  judiciously  and  be  refined 
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continually.  Similar  instruments  might  be  developed  and  tested  for  the 
other  services. 


Affiliations 

The  Committee  recommends  that  the  VA  in  cooperation  vith  the 
medical  schools  undertake  a  careful  study  of  affiliation  relationships 
as  a  basis  for  planning  necessary  adjustments  to  realistically  meet 
the  needs  of  both  parties. 

The  effects  of  the  enactment  of  national  health  insurance  on  the 
volume  and  composition  of  the  VA  patient  load  cannot  be  foretold. 
It  is  reasonable  to  suppose  that  the  effects  will  vary  from  one  locale 
to  another.     It  will  be  important  for  the  schools  and  the  hospitals 
to  plan  as  realistically  as  possible  the  adjustment  to  such  changes. 


Regionalization  and  Sharing 

Regionalization  of  health  facilities  as  a  concept  has  a  time-honored 
tradition,  but  the  movement  has  not  made  much  headway  either  inside  or 
outside  the  VA.     The  Committee  is  not  satisfied  that  the  VA's  regionaliza- 
tion program  (which  emphasizes  intra-VA  relationships)  will  promote  the 
accepted  national  goals  of  regionalization  of  health  facilities.  VA 
patients  must  still  travel  long  distances,  to  other  VA  hospitals  and 
pass  by  neighboring  nonfederal  hospitals  capable  of  providing  the  required 
service.    The  linkage  between  VA  and  non-VA  hospitals  is  emphasized  in 
this  report  because  of  the  importance  attached  to  making  the  VA 
hospitals  an  integral  part  of  the  total  health-care  system  of  the 
United  States.     To  promote  sharing  between  the  VA  and  neighboring  non-VA 
hospitals,  some  new  incentives  will  be  required.    When  a  VA  patient 
is  transferred  by  a  VA  hospital  to  a  non-VA  hospital,  the  referring  VA 
hospital  is  required  to  pay  for  the  patient's  care  from  its  own  budget. 
There  is  no  such  charge  to  the  referring  hospital  when  the  patient  is 
transferred  to  another  VA  hospital. 

In  devising  procedures  to  eliminate  this  disincentive  to 
transferring  a  patient  to  a  non-VA  hospital,  two  alternatives  were 
considered  by  the  Committee:     imposing  a  charge  on  the  referring  VA 
hospital  when  the  patient  is  referred  to  another  VA  hospital,  and 
relieving  the  referring  hospital  of  the  financial  charge,  irrespective 
of  where  the  patient  is  transferred.    The  Committee  recommends 
that  VA  hospitals  should  not  be  required  to  pay  for  the  treatment 
of  patients  in  nonfederal  hospitals.     Such  costs  should  be  covered 
by  a  fund  established  by  the  VA  Central  Office  for  this  purpos"e7 
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Specialized  medical  facilities  in  many  VA  hospitals  have  low 
utilization,  falling  well  below  the  minimal  standards  of  the  JCAH. 
It  is  recommended  that  the  VA  adopt  JCAH  minimal  utilization  standards 
whenever  they  have  been  established.     VA  facilities  operating  below  such 
levels  should  be  phased  out  and  the  appropriate  services  should  be 
obtained  from  other  hospitals  where  the  utilization  rates  meet  or  exceed 
JCAH  standards. 

The  Committee  notes  that,  despite  the  expressions  of  Congressional 
intent  in  Public  Law  89-785  (the  "sharing"  law),  very  little  sharing 
has  taken  place.     The  Committee  believes  that  the  sharing  law  has  been 
interpreted  too  narrowly,  to  refer  only  to  specialized  services.     It  is 
recommended  that  Congress  clearly  express  its  purpose  to  extend  sharing 
to  supportive  services — such  as  laundry  and  computer  services — as  well  as 
specialized  medical  services.     In  addition,  the  Committee  recommends 
enactment  of  an  amendment  to  the  U.S.  tax  code  to  enable  VA  hospitals 
to  be  able  to  purchase  such  services  from  voluntary  hospitals. 

Management  Information 

Improved  staff  and  other  resource  allocation  within  hospitals  and 
among  hospitals  requires  access  to  patient-care  data  not  now  available. 
An  improved  hospital  cost  accounting  system — acceptable  to  insurers — 
is  necessary  if  third  party  insurers  are  to  be  billed. 

The  Committee  recommends  that  the  Administrator  of  Veterans  Affairs 
make  the  Department  of  Medicine  and  Surgery  responsible  for  designing  and 
operating  a  management  information  system  that  would  meet  the  program 
planning,  accounting,  and  management  needs  both  of  the  hospitals  and  the 
DM&S  central  office. 
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NOTES 
CHAPTER  1 

1.  Committee  on  Veterans    Affairs,  House  of  Representatives,  Hearings 
Before  the  Subcommittee  on  Hospitals,  U.S.  House  of  Representatives,  93rd 
Congress,  1st  Session,  on  H.R.  2900  and  S.  59,  March  22,  27,  1973.  Washington, 
D.C.,  Government  Printing  Offiqe,  1973. 

Committee  on  Veterans    Affairs,  U.S.  Senate,  Hearings  Before  the  Sub- 
committee on  Hospitals,  March  1973.    93rd  Congress,  1st  Session,  Washington, 
D.C.,  Government  Printing  Office,  1973. 

2.  Administrator  of  Veterans  Affairs,  Annual  Report,  Veterans  Administra- 
tion, Fiscal  Year  1975.  Washington,  D.C.,  Government  Printing  Office,  1976. 


3.  Committee  on  Veterans    Affairs,  Survey  of  Veterans    Health  Insurance 
Coverage  and  Preference  for  Hospital  and  Outpatient  Care,  U.S.  House  of  Rep- 
resentatives, 92nd  Congress,  1st  Session,  Washington,  D.C. ,  Government 
Printing  Office,  1972. 

4.  The  federal  government  had  previously  been  involved  to  a  significant 
degree  in  financing  health  care  primarily  through  matching  grants  to  the 
states  for  care  of  the  indigent  under  welfare  programs.    The  Medicare 
program  was  preceded  by  the  Kerr-Mills  program  for  medical  assistance 

to  the  aged.    However,  the  inauguration  of  Medicare  and  Medicaid 
tremendously  increased  the  federal  responsibility  for  financing  health 
care.  Medicare  placed  the  care  of  the  aged  on  an  insurance ,  rather 
assistance  (i.e.,  welfare),  basis,  thereby  removing  the  stigma  traditionally 
associated  with  medical  care  provided  through  the  welfare  system. 

5.  The  sampling  method  used  was  that  described  in  R.  Goodman  and  L.  Kish. 
Controlled  Selection:     A  Technique  in  Probability  Sampling.     J.  Am.  Stat.  A. 
45:350,  September  1950. 

The  following  sampling  procedure  was  used: 

The  hospitals  were  initially  divided  into  two  groups — 135  "general" 
hospitals  and  26  "psychiatric"  hospitals.    The  VA  classification  of  hospitals 
was  used  for  this  purpose,  with  one  exception — the  North  Chicago  hospital 
(Downey)  was  in  transition  from  psychiatric  to  general  status  and  was,  for 
purposes  of  this  study,  considered  a  psychiatric  hospital.    The  VA  general 
hospitals  were  stratified  according  to  three  variables;  number  of  beds, 
"turnover"  rate,  and  the  amount  of  money  allocated  by  the  VA  for  research. 
The  latter  was  a  proxy  for  the  degree  of  affiliation  between  the 
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hospitals  and  medical  schools.    Psychiatric  hospitals  were  stratified  only 
on  the  basis  of  the  amount  of  research  money  allocated  to  each,  because 
there  was  limited  variation  in  number  of  beds  and  in  "turnover." 

Seven  strata  for  VA  general  hospitals  and  four  strata  for  VA  psychi- 
atric hospitals  were  formed.    Two  samples  were  selected,  each  consisting 
of  18  hospitals.    Each  sample  contained  two  hospitals  chosen  at  random 
from  each  of  the  seven  general  hospital  strata  and  one,  also  chosen 
at  random,  from  each  of  the  four  psychiatric  hospital  strata.  These 
18-hospital  samples  were  selected  by  the  Goodman  and  Kish  "controlled 
selection"  technique,  so  that  the  hospitals  would  be  geographically 
distributed  throughout  the  conterminous  United  States. 

For  some  of  the  studies,  a  full  sample  of  18  hospitals  (14  general 
and  four  psychiatric)  was  selected  for  use.    For  other  studies,  a  half-sample 
was  used.    A  half-sample  of  nine  hospitals  (seven  general  and  two  psychiatric) 
was  created  from  a  full  18-hospital  sample  by  selecting  one  of  the  two 
"sample"  hospitals  from  each  of  the  seven  general-hospital  strata  and  one 
"sample"  hospital  from  each  of  two  of  the  four  psychiatric-hospital  strata. 

One  of  the  full,  18-hospital  samples  was  designated  for  collection  of 
data  in  support  of  the  following  studies: 

•  Applicants  for  VA  care. 

•  Characteristics  of  patients  and  services  provided  in  VA  hospitals. 

•  One-day  census  of  patients  in  VA  hospitals. 

•  Patient-interview  portion  of  ambulatory-care  study. 

The  "nine-hospital  half-sample"  set  was  identified  as  the  "manpower/ 
staffing"  study  sample.     This  sample  was  drawn  at  random  from  the  second  of 
the  18-hospital  samples  described  above.    The  "visit-form"  portion  of 
the  ambulatory-care  study  and  the  "dental  patient  contact  record  study" 
also  used  this  sample  of  nine  VA  hospitals  and  their  satellite  outpatient 
facilities.    The  general-purpose  site  visits  were  made  to  all  27  hospitals. 

The  18-hospital  sample  and  the  nine-hospital  sample  represent 
approximately  10%  and  5%  of  all  VA  hospitals  and  contain  11.82  and 
5.SX,  respectively,  of  the  acute-care  beds  in  the  entire  system  (excluding 
intermediate-care,  spinal-cord-injury,  and  rehabilitation  wards) . 
Preliminary  estimates  were  that  samples  of  these  sizes  would  produce 
data  that  met  acceptable  standards  of  reliability  to  permit  systemwide 
applicability.    As  for  representativeness,  comparison  on  a  large  number 
of  variables  indicated  that  the  two  samples  did  not  differ  significantly 
from  the  VA  system  as  a  whole. 

6.      The  survey  was  conducted  under  subcontract  by  Audits  and  Surveys,  Inc., 
of  New  York,  New  York. 


CHAPTER  2 

1.      The  study  was  done  by  the  Duke  University  Center  for  Demographic  Studies 
under  a  subcontract  with  the  National  Academy  of  Sciences.    The  reference  is 
A.  M.  Pitts,       £l .  ,     "Sociodemographic  Trends  and  the  Health  of  the  U.S.  Male 
Veteran  Population,"    Duke  University  Center  for  Demographic  Studies,  June  1976. 
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2.  The  projection  of  adult  males  was  taken  from  the  U.S.  Bureau  of  the 
Census,  Current  Population  Report,  Series  P-25 ,  Ho.  601,  1975. 

3.  Veterans  Administration  Summary  of  Medical  Programs,  June  1976. 
Reports  and  Statistics  Service,  Office  of  Controller,  VA,  Washington,  D.C. 

4.  Report  No.  94-1206,  Committee  on  Veterans  Affairs,  United  States  Senate, 
Sept.  3,  1976,  p.  71. 

5.  The  data  for  these  analyses  were  obtained  from  the  annual  census  of 
hospital  patients  conducted  by  the  VA,  VA  data  on  "attained  stay,"  and  data 
obtained  from  two  studies  conducted  by  the  Committee:     the  one-day 

census  of  patients  in  18  sample  hospitals  and  patient  data  obtained 
in  the  staffing  studies  conducted  in  nine  additional  sample  hospitals. 

6.  Senate  Report  No.  64-1206,  0p_.  cit.  ,  p. 71. 

CHAPTER  3 

1.  The  analysis  of  VA  budgeting  procedures  was  drawn  from  a  case  study 
done  for  the  Committee  by  Analytic  Services,  Inc.,  of  Arlington, 

Va.,  under  subcontract  with  the  National  Academy  of  Sciences. 

2.  Report  of  Special  Survey  of  Level  of  Quality  of  Patient  Care  at  Veterans 
Administration  Hospitals  and  Clinics,  Dated  July  31,   1974,  Conducted  by  the 
VA  at  the  Direction  of  the  President  and  Released  on  October  26,  1974.  House 
Committee  Print  no.  163,  93rd  Congress,  2nd  Session. 


CHAPTER  4 

1.  Intermediate  care  beds  are  long-term-care  beds  for  patients  who  require 
extensive  nursing  and  some  medical  care. 

2.  Institute  of  Medicine.    Controlling  the  Supply  of  Hospital  Beds. 
National  Academy  of  Sciences,  Washington,  D.C.  October  1976. 

3.  Data  are  from  the  1973  American  Hospital  Association  Survey.  In 
the  published  report,  the  VA  was  listed  as  having  159  hospitals  composed 
of  133  general  medical  and  surgical  and  26  psychiatric  hospitals.  The 
1973  AHA  survey  listed  a  total  of  98,706  beds  for  the  VA;  that  agreed 
closely  (to  within  about  1.0%)  with  the  97,689  beds  reported  by  the  VA 
annual  reports  for  1974  and  1975. 

4.  In  counties  designated  as  medically  underserved  by  the  Department  of 
Health,  Education,  and  Welfare. 


5.  Institute  of  Medicine,  Controlling  the  Supply  of  Hospital  Beds. 
National  Academy  of  Sciences,  Washington,  D.C.  October  1976. 
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6.      J.  E.  DeLozier  and  R.  0.  Gagnon.    National  Ambulatory  Medical  Care 
Survey:     1973  Summary,  U.S.,  May  1973-April  1974.     U.S.  National  Center 
for  Health  Statistics.    Washington,  D.C.    October  1975.     (DREW  Series  13, 
Number  21) 


CHAPTER  5 

1.  Veterans    Administration  Quarterly  Report  RCS  MPO-6  (June  30,  1976). 
These  data  include  employees  charged  to  all  the  DM&S  appropriations,  not 
only  to  medical  care.    The  medical-care  appropriation  covered  164,636 
full-time  and  21,358  part-time  employees,  with  a  total  of  172,325 
full-time  equivalents. 

2.  Veterans    Administration.     Special  Study  10-3,  Nursing  Service  Staffing 
and  Quality  Control  System;  Ward  Administration  and  Methodology  for  Developing 
Staffing  Criteria.     VA  Department  of  Medicine  and  Surgery,  Washington,  D.C. 
January  1968. 

3.  The  study  was  done  under  subcontract  by  Medicus  Systems,  Inc.,  of 
Chicago,  Illinois.    Copies  of  the  report  have  been  provided  to  the  VA. 

4.  The  analysis  was  done  under  subcontract  by  Policy  Analysis,  Inc.,  of 
Boston,  Massachusetts. 

5.  The  study  was  done  under  subcontract  by  the  California  Department  of 
Public  Health,  which  developed  the  methods.    Copies  of  the  report  have 
been  provided  to  the  VA. 

6.  J.  Cohn,  e_t  al.    An  Assessment  of  Psychiatric  Hospital  Effectiveness. 
Intramural  Report  64-5,  Veterans  Administration,  Washington,  D.C,  1973. 

7.  The  study  was  subcontracted  by  the  National  Academy  of  Sciences  to  Drs. 
Maurice  Marcus  and  Leonard  Drabelz  of  the  UCLA  School  of  Dentistry.  Dr. 
Marcus  had  previously  developed  and  applied  the  methods  in  non-VA  dental 
settings.    Copies  of  the  report  have  been  provided  to  the  VA. 

8.  The  sample  hospitals  were  the  same  hospitals  in  which  the  other  staffing 
studies  were  conducted. 

9.  The  private-sector  data  are  from  two  sources:     a  study  done  by  Dr. 
Marcus  on  52  dental  practices,  ranging  from  solo  practices  to  hospital 
programs,  and  the  American  Dental  Association.    The  references  are: 

M.  Marcus.    Task  Analysis  in  Dentistry:     Computer  Application.  PHS , 
ERA,  DREW.  June  1975. 

B.  D.  Moen,  S.  £.  Lowey,  and  W.  E.  Poetsch.    The  1971  Survey  of  Dental 
Practice.    American  Dental  Association. 


10.  The  stud]'  was  done  under  subcontract  as  a  joint  effort  of  Arthur  Young 
and  Company,  Washington,  D.C. ,  and  CSF,  Ltd.,  of  Ann  Arbor,  Michigan. 


293 


11.  For  some  services,  such  as  engineering  and  building  management,  only 
a  constant  standard,  based  on  the  amount  and  nature  of  the  6pace  serviced, 
vas  used. 

12.  Resident  FTEE's  are  calculated  as  50%  of  the  filled  residency  positions. 
This  is  a  VA  reporting  convention.     It  undoubtedly  understates  the  actual 
fraction  of  resident  staff  time  devoted  to  patient  care. 

13.  This  includes  all  beds  listed  under  medical-bed  sections — spinal-cord- 
injury  and  rehabilitation  beds,  as  well  as  acute  medical  beds. 

CHAPTER  6 

1.  The  study  was  done  for  the  Committee  by  Analytic  Services,  Inc.,  of 
Falls  Church,  Virginia. 

2.  Veterans    Administration  Organization  Manual,  Change  249,  January  14, 
1976.    201. 4g. 

Ibid.  Change  246,  December  16,  1975.    204. 4i. 

3.  "Review  and  Evaluation  of  the  Medical  Care  Cost  Allocation  Process 
of  the  Veterans  Administration,"    Peat,  Marwick,  Mitchell  and  Company, 
December  1974. 


CHAPTER  7 


1.      The  Committee  conducted  a  brief  6tudy  to  illuminate  this  problem. 
It  distributed  a  one-page  questionnaire  to  26  VA  hospitals  and  to  the  VA 
Central  Office.    Respondents  were  asked  to  indicate  how  they  counted 
outpatient  visits  in  10  hypothetical  situations.    For  only  one  of 
these  10  situations  did  all  respondents  agree.    For  only  three  other 
questions  did  at  least  24  of  the  26  hospitals  agree  with  the  Central 
Office.    The  findings  are  summarized  in  the  following  table: 


VA  Hospitals 


No.  No.             VA  Central  Office 

Hospitals  Visits  To         No.  Visits 

Situation  Responding  Be  Counted      To  Be  Counted 

On  the  same  day,  an  outpatient           24  1  1 

sees  a  physician,  has  an  x-ray,           1  2 

talks  with  a  social  worker,                  1  4 
and  gets  a  prescription  filled. 


One  day,  an  outpatient  has  an 
x-ray  and  sees  a  physician; 
the  next  day  he  talks  with  a 
social  worker 


1  1  2 

24  2 
1  3 
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A  patient  sees  a  physician  21  11 

in  a  morning  clinic  and  a  5  2 

psychologist  in  the  after- 
noon, but  on  different  routing 
slips 

An  outpatient  comes  to  the  5  0  1 

pharmacy  to  have  a  prescription    21  1 

filled,  but  does  not  see  any 

other  member  of  the  clinic 

staff 

Six  outpatients  are  seen  1  16 

together  by  a  psychologist  24  6 

in  a  group-therapy  session  1  NA* 

A  patient  stops  at  the  20  0  0 

admissions  desk  when  6  1 
reporting  for  admission, 
already  scheduled  by  the 
admitting  physician 

One  morning,  a  social  worker  5  0  4 

visits  four  patients  whose  1  1 

care  in  a  nursing  home  is  20  4 
paid  by  the  VA 

One  morning,  a  physician  9  0  4 

visits  these  same  four  13  4 

patients  4  NA* 

An  attendant  takes  five  8  0  5 

outpatients  on  a  14  5 

recreational  visit  4  NA* 

outside  the  hospital 

An  attendant  takes  five  26  0  0 

inpatients  on  a 
recreational  visit 
outside  the  hospital 

♦Response  was  "not  applicable"  or  some  similar  term. 

2.      Although  27  hospitals  were  visited,  ratings  on  all  aspects  of 
ambulatory  care  were  not  recorded  for  every  hospital.  Consequently, 
in  discussions  of  site-visit  findings  throughout  this  chapter,  numbers 
of  hospitals  mentioned  usually  total  fewer  than  27. 
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3.  L.  A.  Aday ,  and  R.  Anderson.    Development  of  Indices  of  Access  to 
Medical  Care.    Ann  Arbor,  Michigan:     Health  Administration  Pres6.  1975. 

4.  See  discussion  in  Chapter  3. 

5.  Report  of  the  Committee  on  Veterans    Affairs,  U.  S.  Senate,  to 
Accompany  S.  2908,  Report  No.  94-1206,  September  3,  1976.  page  71. 

6.  These  data  are  from  the  special  6urvey  of  VA  professional  staff 
conducted  by  the  Committee.    The  samples  of  respondents  totaled  2,540 
physicians  of  whom  364  (14%)  were  working  in  outpatient  care. 

7.  L.  V.  Foye,  Deputy  Chief  Medical  Director,  Circular  10-75-22. 
Veterans  Administration,  Department  of  Medicine  and  Surgery,  Washington, 
D.C.  February  1975. 

8.  J.  E.  DeLozier,  and  R.  0.  Gagnon.     National  Ambulatory  Medical  Care 
Survey:  1973  Summary  United  States,  May  1973-April  1974.  U.S.  National 
Center  for  Health  Statistics,  Vital  and  Health  Statistics.  Washington, 
D.C.    October  1975.  (DHEW  Series  13,  Number  21) 


CHAPTER  8 

1.  R.  Goodman,  and  L.  Rish.     Controlled  Selection:     A  Technique  in 
Probability  Sampling.     J.  Am.  Stat.  A.    45:350,  September  1950. 

2.  Diagnosis  was  found  to  be  the  most  important  patient  characteristic 
associated  with  hospital  level  of  admissions.    The  diagnoses  for  68% 

of  the  applicants  were  grouped  into  seven  classes  according  to  the 
percent  hospitalized  for  all  hospitals.    These  classes  may  be  interpreted 
as  reflecting  the  gravity  of  the  complaint.    The  gravest  category  (I) 
is  composed  of  diagnoses  for  which  the  probability  of  hospitalization 
was  70%  (primarily  heart  disease  and  heart  failure).    The  least  grave 
category  (VII)  represents  diagnoses  for  which  applicants  were  hospitalized 
10-19%  of  the  time  (joint  symptoms  and  diseases  of  the  eye  and  ear). 
Diagnoses  for  the  remaining  32%  of  applicants  were  not  specified  or 
covered  such  a  wide  range  that  calculations  of  the  percent  admitted 
would  not  be  meaningful.    The  distribution  of  applicants  by  gravity 
of  diagnosis  was  similar  in  most  hospitals,  as  shown  in  the  table 
entitled  "Percentage  Distribution  of  Applicants  by  Severity  of  Diagnosis." 
Demographic  characteristics  of  applicants  are  shown,  by  hospital,  in  the 
table  entitled  "Characteristics  of  Applicants  for  Care,  by  Hospital." 
Only  age  was  found  to  be  associated  with  hospital  admission. 
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Percent  Distribution  of  Applicants  by  Severity  of  Diagnosis 
Total 

with  Known 
Medical 

Diagnosis   Severity  Category  


Hospital 

No. 

1 

I 

II 

III 

IV 

V 

VI 

VII 

All  Other 

012 

371 

100 

8.9 

5.1 

7.8 

10.8 

14.0 

12.9 

7.6 

32.9 

062 

286 

100 

10.2 

8.7 

8.7 

10.2 

10.2 

11.5 

8.0 

32.5 

083 

368 

100 

11.9 

6.8 

5.7 

10.9 

10.1 

14.9 

6.0 

33.7 

031 

289 

100 

6.6 

5.9 

10.0 

13.2 

14.9 

12.1 

6.2 

31.1 

065 

313 

100 

10.2 

9.6 

9.6 

11.1 

12.5 

12.5 

5.1 

29.4 

089 

401 

100 

26.2 

7.0 

7.0 

6.7 

19.9 

4.5 

7.0 

21.7 

136 

354 

100 

9.3 

6.6 

7.3 

13.3 

12.7 

8.2 

8.2 

34.2 

068 

281 

100 

8.5 

5.7 

5.7 

11.0 

17.1 

14.6 

7.1 

30.3 

051 

295 

100 

4.7 

6.8 

10.5 

11.2 

14.6 

7.8 

9.5 

34.9 

049 

262 

100 

6.9 

3.8 

6.5 

10.7 

20.6 

9.5 

8.8 

33.2 

150 

324 

100 

9.0 

8.6 

10.8 

9.3 

9.3 

13.5 

9.0 

30.5 

092 

240 

100 

7.9 

3.8 

10.0 

9.6 

17.1 

8.8 

4.2 

38.8 

158 

329 

100 

11.9 

5.2 

8.5 

12.1 

18.2 

11.9 

6.7 

25.5 

125 

353 

100 

10.5 

4.0 

9.3 

10.7 

7.1 

17.0 

3.4 

38.0 

Total 

4,466 

100 

10.6 

6.3 

8.3 

10.7 

14.0 

11.4 

6.9 

31.7 

I=Heart ,  cardiovascular;  II=Neoplasm,  diabetes;  III=Liver,  gallbladder; 
IV=Genitourinary  and  gastrointestinal;  V=Respiratory ;  VI*Injuries ; 
VII=Joint,  eye,  ear. 


Characteristics  of  Applicants  for  Care,  by  Hospital 

Distance 
Traveled, 


Age, 

years 

Marital 

Status 

Service- 

Insurance 

miles 

Hos- 

Total 

Under 

Not 

Connected 

Not 

Under 

pital 

No. 

45 

45+ 

Married 

Married 

SC 

NSC 

Ins. 

Ins . 

50 

50+ 

012 

440 

19.5 

80.5 

59.7 

40.3 

27.7 

72.3 

35.2 

64.8 

65.2 

34.8 

083 

412 

38.3 

61.7 

53.7 

46.3 

35.3 

64.7 

36.0 

64.0 

79.8 

20.2 

049 

389 

39.6 

60.4 

59.6 

40.4 

33.0 

67.0 

30.4 

64.6 

91.9 

8.1 

158 

421 

32.4 

67.6 

60.0 

40.0 

20.8 

79.2 

24.1 

75.9 

53.9 

46.1 

125 

364 

37.9 

62.1 

61.2 

38.8 

41.3 

58.7 

39.1 

60.9 

90.1 

9.9 

065 

380 

30.6 

69.4 

57.4 

42.6 

19.2 

80.8 

45.7 

54.3 

58.3 

41.7 

012 

448 

18.0 

82.0 

65.9 

34.1 

18.9 

71.1 

48.4 

51.6 

82.5 

17.5 

092 

395 

33.9 

66.1 

57.5 

42.5 

22.8 

77.2 

33.1 

66.9 

17.0 

2.9 

051 

398 

41.8 

58.2 

41.4 

58.6 

41.1 

58.9 

24.6 

75.4 

94.5 

5,5 

031 

338 

33.6 

66.4 

53.7 

46.3 

25.1 

74.9 

24.0 

73.0 

85.1 

14.9 

068 

449 

40.6 

59.4 

55.3 

44.7 

16.9 

83.1 

20.5 

79.5 

71.8 

28.2 

150 

424 

34.4 

65.6 

52.5 

47.5 

20.1 

79.9 

23.2 

76.8 

64.2 

35.8 

062 

333 

32.1 

67.9 

68.4 

31.6 

24.2 

75.8 

34.6 

65.4 

65.7 

34.3 

136 

394 

29.1 

70.9 

57.4 

42.6 

14.1 

85.9 

39.4 

60.6 

Total 

5,585 

32.8 

67.2 

57.4 

42.6 

24.1 

75.9 

32.9 

67.1 

71.5 

28.5 
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3.  This  correlation  ratio  (r«0.71,  confidence  interval  0.66-0.75)  i6 
based  on  VA  data  on  admissions  and  applications  for  general  hospitals 

for  fiscal  year  1975  (Veterans  Administration  Summary  of  Medical  Programs, 
June  1975)  and  is  similar  to  that  found  in  the  applications  study  (r*0.73), 
even  though  the  systemwide  figures  included  transfers  from  other  VA 
facilities,  which  were  not  included  in  the  applications  study.  In  fiscal 
year  1976  the  VA  changed  its  format  for  publishing  the  hospital 
statistics  to  show  hospital  admissions  from  applications  separately 
from  total  admissions.    The  correlation  for  1976  between  applicants 
per  bed  and  percent  of  applicants  admitted  to  the  hospital  was  0.64, 
with  confidence  limits  of  0.53-0.66. 

4.  Length-of-stay  data  were  adjusted  to  eliminate  patients  with 
stays  over  365  days.    This  was  done  to  keep  the  abnormally  long  6tays  of 

a  few  patients  from  producing  gross  distortions  in  average  length  of  stay. 

5.  A.  Donabedian.    Evaluating  the  Quality  of  Medical  Care.  Millbank 
Mem.  Fund  Q.    44:166-206,  Part  2,  1966. 

6.  R.  H.  Brook.     Quality  of  Care  Assessment.    A  Comparison  of  Five  Methods 
of  Peer  Review.     DHEW  Publ.  No.   (HRA)  74-3100,  National  Center  for  Health 
Services  Research  and  Development,  Department  of  Health,  Education,  and 
Welfare,  July  1973. 

7.  B.  Starfield.     Measurement  of  Outcome:     A  Proposed  Scheme.  Millbank 
Mem.  Fund  Q.    51:39-50,  1974. 

8.  R.  Green.    Assuring  Quality  in  Medical  Care.     Ballinger  Press, 
Cambridge.  1976. 

9.  Donabedian,  op_.  cit. 


CHAPTER  9 

1.  Administrator  of  Veterans  Affairs.    Annual  Report,  1975. 

2.  "Inpatient  Utilization  of  Short  Stay  Hospitals  by  Diagnosis,  United 
States,  1971,"  Vital  and  Health  Statistics,  Series  13,  No.  16,  DHEW, 
July  1974. 

3.  Committee  on  Veterans  Affairs,  House  of  Representatives.  Veterans 
Administration  Preliminary  Summary  of  Medical  Programs,  August  1975. 

4.  Hospital  Statistics,  1975  Edition,  American  Hospital  Association 
Annual  Survey,  Chicago,  Illinois. 

5.  Administrator  of  Veterans  Affairs.    Annual  Report,  1975. 

6.  Administrator  of  Veterans  Affairs.    Annual  Report,  1975. 
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7.  C.  R.  Gaus.    Uses  of  Medical  Data  for  the  PSRO  Program,  presented 
to  the  National  PSRO  Council,  March  1976. 

8.  Unpublished  study  done  for  VA  by  Commission  on  Professional  and  Health 
Activities  using  data  for  calendar  year  1972. 


CHAPTER  10 

1.  Study  of  Surgical  Services  for  the  United  States,  American  College 
of  Surgeons— American  Surgical  Association,  1975. 

2.  California  Relative  Value  (CRV)  unit6  set  by  the  California  Medical 
Association  primarily  as  a  guide  to  determine  fees  and  reflect  the  relative 
amounts  of  time  and  effort  spent  by  physicians  doing  specific  operative 
procedures.    The  CRV  has  been  used  in  the  "Study  for  Surgical  Services 

in  the  United  States"  as  a  measure  of  operative  complexity.  Further 
definition  and  explanation  of  the  CRV  are  found  in  Relative  Value 
Studies ,  California  Medical  Society,  1969. 

3.  The  question  was  whether  the  frequency  of  complications  varied  among 
hospitals  if  the  effect  of  differences  among  patients  was  eliminated. 
Multivariate  analysis  indicated  that  age  and  patient's  preoperative 
condition  were  the  only  patient  variables  available  that  significantly 
influenced  the  probability  of  postsurgical  complications.     The  surgical 
population  in  each  hospital  was  therefore  standardized  on  these  two 
variables,  and  an  expected  frequency  of  complications  was  calculated 

for  each  hospital.    The  actual  number  of  complications  was  divided 
by  the  expected  number  to  give  the  0/E  ratios  shown  in  Table  10-35. 

4.  Staff  of  Stanford  Center  for  Health  Care  Research,  William  Forrest, 
Director,  "Comparison  of  Hospitals  with  Regard  to  Outcomes  of  Surgery," 
Health  Services  Research,  Summer  1976,  p.  112. 


CHAPTER  11 

1.  Data  on  non-VA  hospitals  are  from  NIMH  1974  and  1975  surveys. 

2.  R.  A.  Burt.    Admission  and  Release  Processes  of  Veterans  Administra- 
tion Psychiatric  Hospitals.    Administrative  Conference  of  the  United 
States,  Washington,  D.C.,  1973 

B.  Underwood.  The  Decision  to  Discharge  an  Involuntary  Psychiatric 
Patient  from  a  Hospital  of  the  Veterans  Administration.  Administrative 
Conference  of  the  United  States,  Washington,  D.C.,  1974. 

3.  National  Institute  of  Mental  Health.  Veterans  with  Mental  Disorders, 
1968-1970.  U.S.  Government  Printing  Office,  Washington,  D.C.  HSM  73-9021. 
1972. 
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4.  National  Institute  of  Mental  Health.    Mental  Health  Statistical 
Note  No.  70,  1973. 

5.  National  Institute  of  Mental  Health.    Mental  Health  Statistical 
Note  No.  131,  1976. 

6.  House  Committee  on  Veterans  Affairs,  1974. 

7.  L.  Gurel.    Dorothea  Dix  Revisited:     Extended  Care  in  the  Community 
as  an  Alternative  to  Hospitalization.     Paper  presented  at  the  meeting  of 
the  Gerontological  Society,  Denver,  1968. 

8.  R.  F.  Prien,  and  E.  M.  Caffery.    Guidelines  for  Antipsychotic  Drug 
Use.     Veterans  Administration  Central  Neuropsychiatric  Research  Laboratory, 
Research  Report  No.  95,  Perry  Point,  Maryland,  1974. 

9.  Comptroller  General  of  the  United  States.     Controls  on  Use  of  Psycho- 
therapeutic Drugs  and  Improved  Psychiatrist  Staffing  are  Needed  in  Veterans 
Administration  Hospitals.     General  Accounting  Office,  Washington,  D.C.,  1975. 

10.     J.  Cohen,  e_t  a_l .    An  Assessment  of  Psychiatric  Hospital  Effectiveness. 
Intramural  Report  64-5,  VA,  Washington,  D.C.,  1973. 


CHAPTER  12 

1.  For  this  sample,  hospitals  were  selected  at  random  from  each  of  seven 
general-hospital  strata,  and  one  hospital  was  selected  at  random  from  each 
of  four  psychiatric-hospital  strata  (see  Note  5,  Chapter  1). 


CHAPTER  13 

1.    The  seven  classes  of  patients  eligible  for  outpatient  dental  care  are 
as  follows: 

Class  I         -  veterans  having  compensable  service-connected 
dental  disabilities  or  conditions. 

Class  II       -  veterans  having  noncompensable  service-connected 
dental  disabilities  or  conditions  shown  to  have  been  in  existence  at  the 
time  of  discharge  or  release  from  active  service. 

Class  11(a)  -  veterans  having  noncompensable  service-connected 
dental  disabilities  or  conditions  adjudicated  as  resulting  from  combat 
wounds  or  service  trauma. 

Class  11(b)  -  former  prisoners  of  war  having  noncompensable  dental 
disabilities  or  conditions. 

Class  III      -  veterans  having  dental  conditions  professionally 
determined  to  be  aggravating  associated  service-connected  medical,  surgical, 
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or  psychiatric  disabilities  or  conditions:     dental  treatment  may  be 
authorized  only  for  dental  conditions  having  a  direct  and  detrimental 
effect  on  the  associated  basic  disability  or  condition. 
(There  is  no  Class  IV.) 

Class  V         -  disabled  veterans  undergoing  vocational  rehabilitation. 

Class  VI       -  veterans  of  the  Spanish-American  War,  Indian  Wars, 
Philippine  Insurrection,  or  Boxer  Rebellion. 

Numerically,  the  most  significant  of  the  seven  classes  are  Class  II, 
consisting  of  veterans  who  apply  for  dental  care  within  a  year  after 
discharge  or  release  from  military  service  and  are  eligible  for 
"one  round"  of  dental  treatment,  and  Class  III,  veterans  with  a 
service-connected  medical,  surgical,  or  psychiatric  condition  who 
may  receive  treatment  for  a  dental  condition  determined  to  be  aggravating 
their  basic  service-connected  condition. 

2.  The  VA  has  a  complex  6ystem  of  reporting  visits.    Visits  for  exam- 
ination of  inpatients  or  "outpatients — other"  are  not  reported.  The 
numbers  of  each  type  of  "patient"  examined  are  reported.    The  numbers  of 
treatment  visits,  as  well  as  the  numbers  of  "patients"  treated,  are 
included  in  the  AMIS  reports,  however.     It  must  be  assumed,  therefore, 
that  each  person  examined  has  at  least  one  visit  for  the  examination, 

if  the  total  number  of  visits  for  examination  and  treatment  is  to 
be  known.    However,  for  the  Class  I-VI  outpatients  treated  by  VA 
staff,  the  VA  reports  the  numbers  of  visits  for  both  examination 
and  treatment. 

3.  The  number  of  patients  in  each  of  the  groups  whose  records  were 
analyzed  for  the  Patient  Dental  Record  Review  Study  and  the  number 
of  VA  facilities  from  which  these  records  were  obtained  are  shown 
below.    Throughout  the  analyses,  the  number  of  patients  whose  records 
were  analyzed  for  specific  items  may  be  less  than  that  shown  here, 
because  the  information  may  not  have  been  available  for  each  patient 
for  each  item. 

No.  of  No. of  VA 

Patients  Facilities  Description  of  the  "Type  of  Patient"  Group 

Discharged  Hospital  Inpatients 

300  8  Discharged  inpatients  with  no  dental  exam- 

ination during  the  hospitalization 

18  6  Discharged  inpatients  with  a  dental  exam- 

ination while  hospitalized,  but  no  treatment 
plan  prepared  for  that  examination 

216  8  Discharged  inpatients  with  a  dental  exam- 

ination and  a  treatment  plan  while  hospitalized, 
but  no  treatment  indicated 
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Discharged  inpatients  with  a  dental  exam- 
ination and  a  treatment  plan  with  treatment 
needed,  but  indicated  not  to  be  done 

Discharged  inpatients  with  a  dental  exam- 
ination and  a  treatment  plan  with  treatment 
indicated  to  be  done,  but  none  done  while 
hospitalized 

Discharged  inpatients  with  a  dental  exam- 
ination and  some  or  all  dental  treatment 
provided  after  that  examination  during 
hospitalization  only 

Discharged  inpatients  with  a  dental  examina- 
tion and  some  or  all  dental  treatment  provided 
after  that  examination  during  hospitalization 
and  later  as  an  outpatient 


Current  "Long-Term"  Inpatients 

Long-term  inpatients  with  a  dental  exam- 
ination, but  no  treatment  plan  or  treatment 
during  this  hospitalization 

Long-term  inpatients  with  a  dental  exam- 
ination and  a  treatment  plan  but  no  treatment 
done  after  that  examination 

Long-term  inpatients  with  a  dental  exam- 
ination and  some  or  all  treatment  done 
after  that  examination 


Class  II  and  III  "Staff-Treated"  Outpatients 


Class  II  "staff-treated"  outpatients 
Class  III  "staff-treated"  outpatients 
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Class  II  and  III  "Fee"  Outpatients 

449  6  Class  II  "fee"  outpatients 

162  6  Class  III  "fee"  outpatients 

611 
3,336 

4.      These  data  are  from  a  special  study  done  for  the  Committee,  under  a 
subcontract  with  the  National  Academy  of  Sciences,  by  Marvin  Marcus, 
School  of  Dentistry,  UCLA.    Data  were  obtained  from  dental  patient 
contact  records  for  3,336  patients  who  were  examined  or  treated 
at  13  VA  dental  facilities.    Data  on  private-practice  dentistry  were 
obtained  from  other  studies  done  by  Dr.  Marcus. 


CHAPTER  14 

1.  The  Bureau  of  Census  defines  "homes  for  the  aged"  as  sheltered  and 
semisheltered ,  relatively  permanent  residences  for  a  predominantly  geriatic 
population.    The  definition  encompasses  homes  that  provide  skilled  nursing 
care. 

2.  VA  Extended  Care  Census  Report,  1968-1975. 

3.  Medicaid  defines  the  skilled  nursing  facility  as  an  institution  (or 
part  thereof)  that  provides  24-hour  nursing  service,  that  has  at  least  one 
full-time  registered  professional  nurse,  that  has  a  physician  to 
supervise  health  care  who  is  available  for  emergency  medical  care, 

and  whose  policies  are  developed  and  conducted  by  professional  personnel, 
including  one  or  more  physicians  and  one  or  more  registered  nurses 
who  govern  and  execute  such  policies. 

4.  Professional  Services  Letter  No.  67-80,  August  30,  1967. 

5.  Veterans    Administration  Central  Office,  Report  No.  RCS-10-167, 
June  30,  1975. 

6.  This  information,  as  well  as  that  in  subsequent  paragraphs,  is  drawn 
from  reference  5  (above);  from  the  VA  Annual  Report,  1975;  and. from  data 
collected  by  the  Committee°s  site-visitors. 

7.  Title  38,  Public  Law  85-857  (VA  Legislation,  Regulations),  U.S.  Senate 
Committee  Print  167,  Section  101,  p.  39. 

8.  House  of  Representatives  Report  No.  680,  88th  Congress,  1st  Session, 
August  14,  1963,  p.  8. 
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9.     Ibid,  p.  53. 

10.  R.  Adkins.  Medical  Care  of  Veterans.  House  Committee  Print  4,  90th 
Congress,  1st  Session,  April  17,  1967.     p. 7. 

11.  Administrator  of  Veterans  Affairs,  Annual  Report,  June  30,  1975. 

12.  Long-Term  Care  Census  Report.  Veterans  Administration,  1975. 

13.  Moreland  Act  Commission:     Report  No.  6.     Nursing  Home  Care  in  the 
United  States:     Failure  in  Public  Policy. 


CHAPTER  15 

1 .  A  Historical  Development  of  Veterans    Benefits  in  the  United  States. 
Staff  Report  No.   1,  The  President's  Commission  on  Veterans  Pensions. 
House  Committee  Print  244,  84th  Congress,  2nd  Session,  May  9,  1956.  p.  15. 

2.  R.  Adkins.    Medical  Care  of  Veterans,  House  Committee  Print  4,  90th 
Congress,  1st  Session,  April  17,  1967.     p.  7. 

3.  House  Committee  Print  244  (op_.  cit. ) ,  p.  118. 

4.  Nursing  Home  Care  for  Veterans.     Report  No.  680-450,  88th  Congress, 
1st  Session,  Aug.  14,  1963.  p.  25. 

5.  Hearings  on  H.R.  6141 ,  Report  No.  951  on  H.R.  10630,  71st  Congress, 
2nd  Session,  March  21,  1930. 

6.  Report  No.  680-450,  88th  Congress,  1963.  op_.  cit. ,  p.  25. 

7.  R.  Adkins.     op_.  cit. ,  pp.  320-21. 

8.  R.  Roudebush.  Administrator  of  Veterans  Affairs.  VA  Annual  Report, 
1975,  p.  9. 

9.  H.  M.  Bahr.     Skid  Row:     An  Introduction  to  Disaffiliation.  New 
York,  Oxford  University  Press,  1973. 

10.  Special  Study  of  Veterans    Administration  Domiciliary  Program.  June 
1973  Internal  Audit  Service,  Office  of  Management  and  Evaluation, 
Veterans    Administration,  Washington,  D.C. 

11.  The  reported  length  of  stay  begins  from  the  first  day  of  only  the 
most  recent  admission.    As  one  example  of  the  misrepresentation  that 
results  from  this  system,  a  patient  member  who  is  admitted  to  a  VA 
hospital  from  a  domiciliary  and  who  spend  more  than  30  days  there  is 
officially  discharged  from  his  domiciliary.  If  he  returns  to  the  domi- 
ciliary from  the  hospital,  the  count  on  his  length  of  stay  begins  anew. 
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CHAPTER  16 

1.  Administrator  of  Veterans  Affairs,  Annual  Report,  1975.  p.  39. 

2.  Policy  Memorandum  No.  2  is  quoted  on  pp.  123-125  of  House  Committee 
Print  No.  170,  91st  Congress,  2nd  Session,  January  19,  1970. 

3.  Veterans    Administration,  Annual  Report,  1963.  p.  194. 

4.  Veterans    Administration,  Annual  Report,  1946.  p.  3. 

5.  Veterans    Administration,  Annual  Report,  1963. 

Veterans  Administration,  Geographical  Requirements  for  Hospital  Beds, 
1959.  p.  52. 

6.  Veterans    Administration,  Annual  Report,  1948.  p.  16. 

7.  All  the  data  in  this  paragraph  are  cited  in  pp.  127-128  in: 

B.  J.  Lewis.  Veterans  Administration  Medical  Program  Relationships 
with  Medical  Schools  in  the  United  States,  House  Committee  Print  No.  170, 
91st  Congress,  2nd  Session,  January  19,  1970. 

8.  Ibid,  p.  128. 

9.  American  Medical  Association,  Council  on  Medical  Education,  Directory 
of  Approved  Internships  and  Residencies,  1965,  p.  20. 

10.  Lewis,  op  cit. ,  p.  133. 

11.  Veterans    Administration,  Department  of  Medicine  and  Surgery  Manual 
M-3 ,  Part  II,  Research  and  Education  in  Medicine:     Education  and  Training 
Program.    Washington,  D.C.:     Veterans    Administration,  July  30,  1959. 
paragraph  1.07c,  pp.  1-5,  1-6. 

12.  Council  on  Medical  Education,  American  Medical  Association,  Medical 
Education  in  the  United  States,  1975-1976,  J.  Am.  Med.  Assoc.  236(26). 

13.  Although  there  was  a  100%  response  rate  from  the  hospitals  surveyed, 
time  constraints  made  it  impossible  for  the  Committee  to  do  thorough 
reliability  checks  on  the  responses.    Nevertheless,  the  Committee 

views  the  data  and  analysis  as  useful  for  illuminating  the  issues 
addressed,  despite  the  fact  that  some  numbers  may  not  be  entirely 
accurate.    The  Committee  believes  the  major  findings  to  be  valid. 


14.    Data  from  VA's  Patient  Treatment  File. 
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15.  American  Medical  Association,  Council  on  Medical  Education,  Directory 
of  Approved  Internship  and  Residency  Programs,  1974-1975. 

CHAPTER  17 

1.  Data  are  from  Health,  United  States  1975,  DREW  Publication  No.  (HRA) 
76-1232,  National  Center  for  Health  Statistics,  pp.  131-132,  except  that 
the  amount  of  health  facilities  construction  was  estimated  by  SSA. 

2.  Comptroller  General  of  the  United  States,  Report  to  the  Congress: 

Lov  Use  of  Open  Heart  Surgery  Centers  at  Veterans  Administration  Hospitals, 
GAO,  June  1972. 

3.  Twenty-eight  VA- general  hospitals  were  randomly  selected,  four  from 
each  of  the  seven  general-hospital  strata  developed  with  the  Goodman  and 
Kish  hospital  sampling  technique.    The  service  area  of  each  was  defined 
as  the  county  where  the  hospital  was  located  and  those  contiguous 
counties  in  which  50%  of  the  patients  discharged  resided.  Thus,  only 

27  areas  were  surveyed.    A  total  of  39  VA  general  hospitals  are  in 
the  27  areas. 

4.      Title  38,  Veterans    Benefits,  Sections  5051-5053.    It  is  important 
to  note  that  the  legislation  authorizing  VA  hospitals  to  share  services 
did  not  indicate  which  services,  except  that  they  should  be  costly, 
limited  in  availability,  or  unique  to  the  medical  community.  The 
Office  of  the  VA  General  Counsel  and  the  Department  of  Medicine  and 
Surgery  have  jointly  determined  which  services  meet  these  criteria 
on  the  basis  of  reviewing  individual  proposals  made  by  VA  hospitals 
to  share  services.    A  review  of  6ome  of  the  opinions  of  the  Office 
of  the  VA  General  Counsel  revealed  that  the  following  services 
proposed  for  sharing  did  not  meet  the  legal  requirements  of  the  current 
statute:     dental,  emergency  medical,  ambulance,  rehabilitative  medical, 
dietetic,  ambulatory-care,  physician  staffing  for  hospital  admission, 
janitorial,  or  joint  radio-paging  systems.     In  addition,  in  several 
decisions,  the  Office  of  the  General  Counsel  stated  that  the  current 
legal  authority  would  not  allow  VA  hospitals  to  construct  new  facilities 
or  provide  new  services  in  excess  of  their  needs  solely  to  satisfy 
combined  community  and  VA-facility  needs.    The  authority  to  share 
is  applicable  only  when  the  resources  in  a  VA  facility — established 
solely  to  meet  VA  needs — are  not  utilized  by  veterans  to  their  maximal 
effective  capacity.    Only  when  it  is  demonstrated  that  there  could 
be  an  overall  gain  to  the  federal  government  could  an  exception 
be  made.    Examples  include  the  following  memoranda  from  the  VA  General 
Counsel  to  the  Chief  Medical  Director: 

Request  for  Legal  Opinion  Concerning  the  Federal-State  Sharing 

Proposal  in  the  Oklahoma  Health  Center,  January  6,  1975. 

Sharing  Proposal  Between  VA  Hospital,  Madison,  Wisconsin,  and 

the  Center  for  Health  Sciences,  University  of  Wisconsin,  January  29, 

1975. 


) 

\ 


\ 
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Mutual  Dse  Contract  Between  VA  Hospital,  Birmingham,  Alabama, 
and  the  University  of  Alabama  Medical  Center,  September  30,  1975. 

Denver  VA  Hospital  Emergency  Medical  Services,  January  21,  1976. 

5.  A  study  by  McCracken  in  1973  Bhowed  that  there  was  a  difference 
in  cash  flow  between  VA  and  non-VA  hospitals.    In  sharing  contracts 
between  VA  and  university  medical-school  hospitals,  the  cash  flow 
favored  university  medical-school  hospitals.    However,  in  sharing 
contracts  between  VA  and  community  hospitals  not  affiliated  with  a 
medical  school,  the  cash  flow  favored  the  VA.     See  Roy  D.  McCracken, 
Ad  Analysis  of  Sharing  Agreements  Between  Veterans  Administration, 
Community,  and  University  Medical  Center  Hospitals,  Master°s  Thesis, 
Department  of  Health  Administration,  Duke  University,  1973. 

6.  The  standards  and  guidelines  used  to  compare  utilization  rates  for 
the  selected  specialized  services  were  developed  independently  by  the 

VA,  JCAH,  and  SSA.    The  basis  and  the  rationale  used  by  these  organizations 
to  establish  numerical  criteria  for  utilization  of  selected  services 
follow. 

VA  Standards  and  JCAH  Guidelines  for  Open-Heart  Surgery.     The  VA 
numerical  utilization  standard  for  open-heart  surgery,  50  procedures 
per  year,  was  recommended  by  VA  consultants  in  cardiac  surgery.  According 
to  officials  in  the  VA  Central  Office,  the  utilization  rates  for  open-heart 
surgery  were  based  on  guidelines  suggested  by  the  Subcommittee  on 
Hospital  Review  of  the  Cardiovascular  Committee  of  the  American  College 
of  Surgeons  (ACS);  however,  "50  open  heart  procedures  annually  rather 
than  75  [as  set  by  the  ACS]  were  decided  upon  [by  the  VA]  until  the 
capabilities  to  generate  cases  were  determined  in  the  VA  hospitals 
on  a  regional  basis  throughout  the  country."    When  a  hospital  establishes 
an  open-heart  surgical  program,  it  is  given  time  to  determine  its 
utilization  capacity;  therefore,  for  2  years  the  hospital's  open-heart 
surgery  program  is  permitted  to  operate  at  352  below  standard — 32 
open-heart  procedures  per  year,  rather  than  50. 

The  JCAH  numerical  criterion  for  open-heart  surgery,  200  or  more 
procedures  per  year,  was  based  on  a  review  of  reports  published  by 
the  Inter-Society  Commission  on  Heart  Disease  Resources  (ICHD),  advice 
from  experts  in  the  field,  and  analysis  of  data  from  a  nationwide 
survey,  "Hospital  Survey  for  Specialized  Clinical  Services — 1972," 
conducted  by  the  JCAH.    Moreover,  rationales  for  the  numerical  criteria 
for  this  and  other  specialized  services  had  to  take  into  consideration 
the  following: 

(1)  the  recommendation  by  recognized  experts  on  how  much  of 
a  workload  would  be  sufficient  to  allow  professional  and  tech- 
nical staff  an  opportunity  to  develop  and  maintain  their  skills, 
motivation,  and  morale;  (2)  published  and  unpublished  data  on  the 
frequency  with  which  specific  diagnostic  and  therapeutic  procedures 
are  performed  in  selected  hospitals  and  the  morbidity  and  mortality 
associated  with  these  procedures  at  each  of  these  hospitals;  and 
(3)  the  inverse  relationship  between  the  cost  of  a  procedure  and 
the  frequency  of  its  performance.     It  is  realized  that  proposed 
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numerical  criteria  may  have  to  be  modified  by  local  planning  agencies 
concerned  with  health-care  services  in  sparsely  populated  areas. 

VA  and  SSA  Standards  and  JCAH  Guidelines  for  Kidney  Transplants.  The 
VA  utilization  standard  for  kidney  transplants,  15  transplants  per  year 
for  a  program  approved  by  the  VA  Central  Office  was  developed  on 
the  basis  of:     (1)  a  site  visit  conducted  by  VA  consultants  on  renal 
transplants  to  VA  hospitals  performing  the  service  in  order  to  determine 
each  hospital's  capability  to  perform  the  service;  and  (2)  the  stipulation 
that  all  transplants  are  to  be  performed  by  the  same  surgeon  whose 
"background  has  been  approved  and  who  is  involved  in  additional  transplant 
endeavors  at  the  affiliated  university  and  in  the  laboratory."  When 
a  hospital  establishes  a  kidney-transplant  program,  it  is  given  time 
to  determine  its  utilization  capacity;  therefore,  for  3  years  the 
hospital's  kidney-transplant  program  is  permitted  to  operate  at  352 
below  standard — nine  or  10  transplants  per  year.    Currently,  the  VA 
hopes  to  establish  30  kidney-transplant  programs  and  have  each  program 
performing  40  transplants  per  year. 

The  SSA  standard  for  minimal  utilization  in  kidney  transplantation 
was  based  on  the  principle  that  the  "integration  of  hospitals  and  other 
health  facilities  be  organized  into  networks  in  the  most  effective  way  to 
deliver  ESRD  care  (End  Stage  Renal  Disease)."    The  population  base  of  each 
network  area  in  most  cases  was  to  be  3.6  million,  and,  if  feasible,  each 
network  was  to  have  at  least  two  transplant  centers.    In  developing 
the  standards,  25  or  more  transplants  per  year  for  unconditional  approval 
and  15-24  transplants  per  year  for  conditional  approval,  the  following 
were  taken  into  account:     (1)  current  utilization  rates,  (2)  information 
on  the  geographic  distribution  of  ESRD  patients  and  facilities,  (3) 
information  on  the  quality  of  care,  and  (4)  information  on  operational 
and  management  efficiency, 

The  JCAH  numerical  guideline,  24  transplants  per  year  as  "essential" 
and  48-96  transplants  per  year  as  "desirable,"  was  developed  on  the  basis 
of:     (1)  a  review  of  guidelines  formulated  by  an  ad  hoc  committee  of 
experts  of  the  National  Kidney  Foundation  at  the  request  of  the  Regional 
Medical  Programs  (RMPs),  and  (2)  analysis  of  data  collected  by  a  nationwide 
survey  of  hospitals  sponsored  by  the  JCAH  under  contract  to  the  RMPs. 
In  addition,  the  JCAH  stated  that  a  transplant  center  should  serve 
a  population  base  of  approximately  2  million. 

JCAH  Guideline  and  VA  Standard  for  Megavoltage  Therapy.    The  JCAH 
guideline  for  megavoltage  therapy,  300  or  more  new  cancer  patients 
per  year,  was  developed  by  the  Cancer  Commission  of  the  American  College 
of  Surgeons,  which  developed  the  guideline  after  reviewing  pertinent 
literature,  obtaining  advice  of  many  experts  in  radiation  therapy, 
and  analyzing  of  data  collected  by  the  nationwide  survey  conducted 
by  the  JCAH.     In  its  preliminary  report  the  JCAH  stated  that  "cobalt 
units  or  megavoltage  equipment  should  be  limited  to  hospitals,  or 
hospital-affiliated  facilities,  (or  conjoint  radiation  therapy  facilities 
including  more  than  one  hospital)  in  which  300  to  500  new  cancer  patients 
per  year  receive  nigh-energy  radiation  therapy  under  the  supervision 
of  a  qualifed  radiation  therapist."    Also,  the  JCAH  recommended  that 
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hospitals  share  megavoltage-therapy  equipment,  to  hold  the  unit  cost 
of  treatment  at  a  reasonable  point. 

The  VA  standard  for  utilization  of  megavoltage  therapy,  525  treat- 
ments per  month,  was  not  used  in  this  study.    However,  this  standard 
was  developed  by  the  VA  from  available  VA  hospital  utilization  data. 
In  the  collection  of  this  data,  the  VA  determined  "that  the  average 
time  required  per  treatment,  or  as  professionally  expressed,  per 
one  port,  is  15  minutes,  which  equals  4  treatments  per  hour  or  32 
treatments  per  day."    Inasmuch  as  one  patient  may  receive  as  many 
as  3  or  4  ports  (or  treatments),  only  8  patients  may  be  under  treatment 
at  a  particular  time,  and  yet  the  unit  would  be  used  100%  of  the  time. 
See: 

1.  Letter  from  the  Veterans  Administration,  Assistant  Chief 
Medical  Director  for  Professional  Services  to  the  National  Academy 
of  Sciences,  Letter  Number  11D. 

2.  Veterans  Administration,  Department  of  Medicine  and  Surgery, 
"Specialized  Medical  Services — Productivity/Utilization,"  Circular 
10-15-138,  July  2,  1975. 

3.  Heart  Disease  Advisory  Committee,  "Optimal  Criteria  for  Care 
of  Heart  Disease  Patients,"  J.  Am.  Med.  Assoc.    226(11 ) -.1340-1343 , 
December  10,  1973. 

4.  Kidney  Advisory  Committee,  "Optimal  Criteria  for  End-Stage 
Kidney  Disease,"  J.  Am.  Med.  Assoc.     226(1):45,  October  1,  1973. 

5.  Cancer  Advisory  Committee,  "Optimal  Criteria  for  the  Care 
of  Patients  with  Cancer,"  J.  Am.  Med.  Assoc.     227(1):57,  January  7, 
1974. 

6.  Joint  Commission  on  the  Accreditation  of  Hospitals,  Hospital 
Categorizations  Guidelines:     Optimal  Criteria  for  Hospital  Resources 
for  the  Care  of  Patients  with  Heart  Disease,  Cancer,  Stroke,  and  End- 
Stage  Kidney  Disease,  1974. 

7.  Department  of  Health,  Education,  and  Welfare,  Social  Security 
Administration,  "End-Stage  Renal  Disease:    Conditions  for  Coverage," 
Federal  Register,  Part  III,  Vol.  40  No.  27,  pp.  27782  and  22786-22787, 
July  1,  1975. 

7.     In  one  of  the  case  studies  conducted  by  the  Committee,  the  VA 
hospital  was  transferring  all  its  open-heart-surgery  cases  to  another 
VA  hospital  in  another  state,  several  hundred  miles  away.    Yet  in  the 
same  community,  less  than  2  miles  from  the  first  VA  hospital,  a  major 
community  (voluntary)  hospital  was  selling  open-heart-surgical  services 
to  the  local  county  hospital  on  a  shared-services  contract  at  a  cost 
of  $800  per  case.    This  included  physician°s  fees  and  3  days  of 
hospitalization.    The  reason  for  the  low  charge  was  that  the  community 
hospital  wanted  to  ensure  a  caseload  large  enough  to  maintain  the 
skills  of  the  cardiac  surgeon  and  postoperative-care  teams.    But  for 
the  VA  hospital,  even  this  low  cost  was  higher  than  the  cost  of  sending 
the  patients  to  the  out-of-state  VA  hospital. 
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8.    Letter  from  the  Administrator  of  Veteran  Affairs  to  the  President  of 
the  Senate,  February  6,  1975,  as  published  in  Report  of  the  Committee  on 
Veterans"  Affairs  United  States  Senate  to  Accompany  S.  2908,  (Washington, 
D.C.:     U.S.  Government  Printing  Office,  1976),  pp.  231-232,  contains  the 
following  statement: 

Under  existing  law,  a  veteran  of  any  war  or  of  service  after 
January  21,  1955,  who  is  under  age  65,  is  eligible  for  necessary 
hospital  care  for  a  non-service-connected  disability  if  he  is  un- 
able to  defray  the  expenses  of  private  hospital  care.  (Veterans 
who  are  age  65  or  older  are  entitle.d  to  such  care  without  regard 
to  their  ability  to  bear  the  cost  of  private  care.)    We  cannot 
administratively  deny  hospital  admission  to  veterans  who  file 
the  required  statement  of  inability  to  pay,  even  though  they  have 
private  hospitalization  coverage. 

Veterans0  Administration  regulations,  for  many  years,  have 
provided  for  the  taking  of  an  assignment  of  the  veteran's  rights 
to  the  extent  of  the  cost  of  non-service-connected  hospital  and 
medical  care  for  which  third  parties  are  or  may  become  liable. 
Such  liability  may  be  based  on  an  insurance  contract  or  plan 
which  provides  for  payment  or  reimbursement  of  the  cost  of  med- 
ical or  hospital  care.     It  could  arise  under  workmen compensa- 
tion or  employer's  liability  statues.    Or  it  might  result  from  a 
tortious  act  or  omission  causing  the  injury  for  which  care  and 
treatment  was  furnished.    Our  program  for  the  recovery  of  hospital 
costs  from  tortiously  liable  third  parties  was  strengthened  by  the 
enactment  of  the  Feceral  Medical  Care  Recovery  Act  (Pub.  L.  87-693) 
in  1962. 

Commercial  insurance  companies  generally  recognized  their 
liability  for  Veterans    Administration  hospital  costs  under  hospital 
reimbursement  insurance  contracts  prior  to  the  adverse  decision  of 
the  Court  of  Appeals  for  the  8th  Circuit  in  1956  in  the  case  of 
United  States  v.  Saint  Paul  Mercury  Indemnity  Insurance  Company, 
238  F.  2d  594.     In  denying  the  Government's  claim  for  recovery  of 
Veterans    Administration  hospital  costs  for  care  of  a  veteran 
suffering  from  a  non-service-connected  condition,  the  court  held 
that  the  health  insurance  carrier  was  not  liable  because  the  vet- 
eran-insured did  not  actually  incur  any  expense  to  himself.  The 
effect  of  the  decision,  which  remains  unchallenged,  and  the  further 
fact  that  almost  all  hospitalization  insurance  contracts  now  con- 
tain clauses  relieving  the  carrier  from  liability  where  the  service 
is  provided  by  the  Veteran's  Administration,  have  virtually 
eliminated  health  insurance  policies  as  a  source  of  recovery  of 
Veterans    Administration  non-service-connected  hospitalization 
costs . 

The  Veterans'  Administration  adheres  to  its  long-standing 
position  that  the  United  States  should  not  bear  the  cost  of  hos- 
pitalization of  veterans  for  non-service-connected  disabilities, 
where  to  do  so  would  benefit  third  parties,  including  insurance 
companies,  who  are  legally  liable  for  the  expenses  arising  from 
the  disability  or  injury  necessitating  such  care. 
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The  Medicare  restrictions  on  payments  to  VA  hospitals  are  contained 
in  the  following  sections  of  the  Social  Security  Act: 
Social  Security  Act:     Section  1814(c): 

No  payment  may  be  made  under  this  part  (except  under  sub- 
section (d)  to  any  Federal  provider  of  services,  except  a  pro- 
vider of  services  which  the  Secretary  determines  is  providing 
services  to  the  public  generally  as  a  community  institution  or 
agency;  and  no  such  payment  may  be  made  to  any  provider  of  ser- 
vices for  any  items,  or  service  which  such  provider  is  obligated 
by  a  law  of,  or  contract  with,  the  United  States  to  render  at 
public  expense. 

Social  Security  Act:     Section  1035('e): 

Cdl    No  payment  may  be  made  under  this  part  to  any  Federal 
provider  of  services  or  other  Federal  agency,  except  a  provider 
of  services  which  the  Secretary  determines  is  providing  services 
to  the  public  generally  as  a  community  institution  or  agency;  and 
no  such  payment  may  be  made  to  any  provider  of  services  or  other 
person  for  any  item  or  service  which  such  provider  or  person  is 
obligated  by  law  of,  or  a  contract  with,  the  United  States  to 
render  at  public  expense. 

9.     The  statutory  language  of  the  Tax  Reform  Act  of  1976  and  the 
Conference  Committee  Reports  reads  as  follows: 
1.      Language  of  Tax  Reform  Act 

SEC. 1371   (previously  sec.  2602)  CERTAIN  HOSPITAL  SERVICES 

(a)  IN  GENERAL. —Sect ion  513  (relating  to  unrelated  trade  of 
business)  is  amended  by  adding  at  the  end  thereof  the  following  new 
subsection: 

"(e)  CERTAIN  HOSPITAL  SERVICES .--In  the  case  of  a  hospital 
described  in  section  197(b) (a) (A) (iii) ,  the  term  "unrelated  trade  or 
business"  does  not  include  the  furnishing  of  one  or  more  of  the  ser- 
vices described  in  section  501(c)(a)(A)  to  one  or  more  hospitals 
described  in  section  170(b) (a) (A) (iii)  if — 

"(1)  such  services  are  furnished  solely  to  such  hospitals 
which  have  facilities  to  serve  not  more  than  100  inpatients; 

"(2)  such  services,  if  performed  on  its  own  behalf  by  the 
recipient  hospital,  would  consitute  activities  in  exercising  or 
performing  the  purpose  or  function  constituting  the  basis  for  its 
exemption;  and 

"(3)  such  services  are  provided  at  a  fee  or  cost  which 
does  not  exceed  the  actual  cost  of  providing  such  services,  such 
cost  including  straight  line  depreciation  and  a  reasonable  amount 
for  return  on  capital  goods  used  to  provide  such  services." 

(b)  EFFECTIVE  DATE.— The  amendment  made  by  this  section  shall 
apply  to  all  taxable  years  to  which  the  Internal  Revenue  Code  of  1954 
applies . 

SEC.  1312  (previously  sec.  2603)     CLINICAL  SERVICES  OF  COOPERATIVE 

HOSPITALS 

(a)  IN  GENERAL.— Section  501(e)(1)(A)  (relating  to  cooperative 
hospital  service  organizations)  is  amended  by  inserting  "clinical,"  after 
"food."- 
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(b)    EFFECTIVE  DATE. — The  amendment  made  by  this  section  shall 
apply  to  taxable  years  ending  after  December  31,  1976. 

2.     Intent  of  Legislation — Conference  Committee  Report 
2602.     Certain  Hospital  Services 
House  bill. — No  provision. 

Senate  amendment. — Under  present  law,  income  received  by  tax- 
exempt  hospitals  from  providing  services  to  other  tax-exempt  hospitals 
is  taxed  as  "unrelated  business  taxable  income."    The  Senate  amendment 
exempts  from  the  tax  on  unrelated  business  income  the  income  that  a  tax- 
exempt  hospital  receives  for  providing  certain  services  to  other  small 
Tax-exempt  hospitals  each  serving  100  or  fewer  patients. 

Conference  agreement. — The  conference  agreement  generally 
follows  the  Senate  amendment,  with  one  modification.    Under  that 
modification,  the  exemption  from  the  unrelated  business  income  tax 
is  provided  only  to  the  extent  that  the  services  are  provided  at  a 
fee  or  other  charge  that  does  not  exceed  the  actual  cost  of  providing 
those  services  plus  a  reasonable  amount  for  a  return  on  the  capital 
goods  used  in  providing  those  services.     For  this  purpose,  the  actual 
cost  of  providing  the  services  includes  straight  line  depreciation. 
The  conferees  intend  that  the  IRS  not  require  the  hospitals  providing 
the  services  to  keep  detailed  records  to  substantiate  compliance  with 
this  new  requirement,  so  long  as  the  fees  charged  for  the  services 
provided  by  the  hospital  reasonably  approximate  the  cost  of  providing 
those  services. 

2603.  Clinical  Services  of  Cooperative  Hospitals 

House  bill. — No  provision. 

Senate  amendment. — Under  present  law,  cooperative  organizations 
providing  certain  specified  services  for  tax-exempt  hospitals  are  also 
tax-exempt  organizations.     The  specified  permissible  services  do  not 
include  clinical  services.     The  Senate  amendment  adds  clinical  services 
to  the  specified  services  permitted  to  be  performed  by  a  tax-exempt 
cooperative  service  organization. 

Conference  agreement. — The  conference  agreement  follows  the  Senate 
amendment . 

See:  Tax  Reform  Act  of  1976,  The  Committee  of  Conference:  Conference 
Report  to  Accompany  H.R.  10612,  House  Report  No.  94015515,  pp.  385-386 
and  536-537.     Washington,  D.C.:     U.S.  Government  Printing  Office,  1976. 

10.  Veterans    Administration,  Department  of  Medicine  and  Surgery, 
Circular  10-74-186,  Regionalization — Organization  and  Management  of 
a  Medical  District,  August  28,  1974. 

11.  Veterans    Administration,  Planning  to  Improve  Health  Care  for 
Veterans:     DM&S  Field  Planning  Guide,  January  1976. 

12.  Letter  No.   103/10C4A  from  the  Chief  Medical  Director,  Department 
of  Medicine  and  Surgery,  Veterans'  Administration,  to  VA  Hospital 
Directors,  no  date. 
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